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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


ANZSTHESIA 


Labat, G., and Meeker, W. R.: Inguinal Herniot- 
omy under Regional Anzsthesia: A New 
Method of Field Block. Surg., Gynec. & Obst., 
1922, XXxiv, 398. 


Regional anesthesia is especially useful because of 
its safety and wide field of application. The only 
contra-indication is extreme youth. It is preceded 
by an injection of 1/6 gr. of morphine and 1/300 gr. 
of scopolamine one hour before operation. 

For a unilateral reducible hernia anesthesia is 
induced with 100 c.cm. of a 0.5 per cent and 50 c.cm. 
of a 1 per cent novocaine solution, 10 minims of 
1:1,000 adrenalin being added for each 100 c.cm. 
For the average case 150 c.cm. are sufficient. 

At a point 2.5 cm. medial to the anterior-superior 
iliac spine an intradermal para-iliac wheal is raised. 
Here, with 50 to 60 c.cm. of equal parts of the solu- 
tions, injections are made toward the umbilicus and 
the iliac crest, extending down to the transversalis 
fascia and into the rectus sheath. A subcutaneous 
injection blocks the ilio-inguinal, iliohypogastric, 
and the two lower thoracic nerves. Just above the 
pubic spine a pubic wheal is raised through which 
5 c.cm. are injected into the deep pubic attachment 
of the rectus muscle, and 5 c.cm. along the horizontal 
ramus of the pubis to a point 3 to 4 cm. beyond the 
midline to block the terminations of the overlapping 
branches of the opposite lumbar nerves. 

Just below Poupart’s ligament and lateral to the 
femoral artery a subinguinal wheal is raised, 
through which about 10 c.cm. of the 0.5 per cent 
solution are deeply injected underneath the liga- 
ment, followed by injections parallel with and along 
this ligament. The purpose is to control the over- 
lapping branches from the anterior crural and exter- 
nal cutaneous: nerves, and to permit a greater pull 
on the internal ligament during the approximation 
of the deep layers. Cord structures are carefully 
injected with 5 c.cm. of a 1 per cent solution from 
the pubic spine upward. Final injections are made 


with 5 to 10 c.cm. of a 1 per cent solution through 
the pubic wheal into the margins of the internal 
ring for the purpose of surrounding the sac and 
blocking the genitofemoral nerve. The anesthesia 
remains complete from one and one-half to two and 
one-half hours. 

The technique for a bilateral hernia follows the 
same principles, 200 c.cm. of 9.5 per cent and 50 
c.cm. of 1 per cent novocaine, with 20 minims of 
adrenalin, being used. The operation is begun on the 
side first injected. 

For an irreducible hernia the technique depends 
on the amount of regional deformity, wheals being 
raised as usual unless the deformity is too great. 
In the latter case the pubic wheal is raised on either 
side of the hernial mass. Great care is needed in 
injecting the cord; when there is doubt it is best 
to expose it first. 

In a strangulated hernia there is such diminution 
of sensibility that simple infiltration along the line 
of incision suffices. Deeper injections depend on 
pathologic changes in the hernia and surrounding 
tissues. 

For inguinoscrotal and recurrent hernia the 
technique is the same as for unilateral inguinal 
hernia except that, as the cord structures are par- 
ticularly difficult to block, it is best to inject them 
after exposure. 

Regional anesthesia is the method of choice and 
should be more widely used than only for cases in 
which general anesthesia is associated with risk. 

G. R. McAuutrr, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Osborne, E. D.: A Rubber Stopper for Containers 
Used in Preparing Blood Serum for Intraspinal 
Injections. J. Am. M. Ass., 1922, \xxviii, 580. 


Osborne describes a new rubber stopper for glass 
containers used in preparing blood serum for 
intraspinal injections which is made by boring a 
hole into the base of a standard rubber stopper of 
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the size to fit over the mouth of the rolled-top 
container. 

The advantages claimed for this stopper are 
that it eliminates waste of gauze, cork stoppers, 
and rubber bands, prevents contamination by 
foreign matter, and reduces the time and number 
of assistants, the risk of bacterial contamination 
from all sources, and the cost of preparing the serum. 


Pond, D. B.: Improved Needle and Method for 
Citrated Blood Transfusions. J. Am. M. Ass., 
1922, Ixxviii, 650. 

The author has devised an apparatus which, by 
means of a 50-c.cm. glass Luer syringe attached at 
right angles to the shoulder of a 13-gauge aspirating 


needle, allows the sodium citrate solution to be 
mixed with the blood from the donor as it leaves the 
vein. 

The blood is carried by means of a rubber tube 
to a glass tube which reaches to the bottom of 
a Florence flask. The flask is then shaken and in- 
verted, the blood being allowed to escape through a 
second tube and carried to the vein of the recipient. 
The advantages of this apparatus are: 

1. It prevents clotting in the needle. 

2. The red blood cells are not injured by a stir- 
ring rod. 

3. The closed container prevents contamination 
of the citrated blood by foreign matter from the 
outside. Wituiam J. Pickerr, M.D. 


SURGERY OF THE HEAD AND NECK 


HEAD 


Apfelbach, C. W.: Studies in the Traumatic 
Fractures of the Cranial Bones: I. @idema of 
the Brain; II. Bruises of the Brain. Arch. 
Surg., 1922, iv, 434. 

Aside from the severe lacerations of the brain that 
occur at the time of injury, most bruises of the brain 
are caused by bleeding due to rupture of the pial 
arteries at or near the juncture of the white and 
gray matter. 

In many instances the leptomeninges with the 
cerebrospinal fluid protect the surface of the brain 
from injury and the force is expended at or near the 
juncture of the white and gray matter because of the 
difference in density of these tissues. 

Traumatic leptomeningeal hemorrhage is most 
frequent at the top of the brain because in this 
region the thin meninges are less firmly adherent 
to the brain and the spaces between the visceral 
layers of the arachnoid and pia are larger than at 
the base of the brain. 

Lacerations of the leptomeninges of the base of 
the brain are caused both by trauma at the time of 
fracture of the cranial bones and by subsequent 
bleeding into them from cerebral injuries. 

H. A. McKnicuat, M.D. 


Young, R. F.: A Case of Cerebral Injury and 
Cranioplasty. Glasgow M.J., 1922, n.s. xv, 163. 

The patient was a boy 19 years of age who was 
struck on the head by a steel plate and fell 40 ft., 
suffering a laceration of the scalp and a depressed 
fracture of the right parietal region. He made a 
good recovery from operation but was unable to 
return to work. 

One year later he suffered from frontal headaches, 
giddiness when he stooped, failing memory, nervous- 
ness, and insomnia. He had no convulsions, how- 
ever, and was able to study. Traction on the scalp 
over the injured area caused considerable pain and 
indicated the presence of adhesions between the 


scalp and the intracranial contents. Bulging oc- 
curred when the patient coughed. The area denuded 
of bone was oval-shaped and at its widest part 
measured 2 by 114 in. 

Operation was performed to close in the gap by 
means of a bone graft taken from the tibia. Ad- 
hesions were found between the scalp and the brain 
tissue. The patient left the hospital five weeks after 
the operation. Five months later his condition 
showed some improvement. 

Consideration of this case points to the hand- 
area of the ascending parietal convolution as that 
which received the chief injury from the depressed 
fragment of bone. It confirms Head’s assertion 
that the more primitive sensations of touch and 
temperature are not cortical, but are appreciated 
by the optic thalamus, whereas a lesion of the 
post-central cortex affects the more highly spe- 
cialized senses used in judging weight, shape, and 
space. The author’s patient, however, could dif- 
ferentiate between textures. 

Cart R. StTernkeE, M.D. 


Munro, D.: The Indications for Operation in the 
Treatment of Injuries Involving the Brain. 
Boston M. & S.J., 1922, clxxxvi, 342. 


The indications for operation in injuries involving 
the brain are three: compound fracture of the skull, 
depressed fracture of the skull, and a rise in the 
intracranial cerebrospinal fluid pressure. Exclusive 
of the more or less specialized fractures of the 
skull, the compound and the depressed varieties, 
fracture per se is not an indication for operative 
interference. 

Persons who have received an injury to the 
brain do not develop symptoms and do not die 
from the fracture which may be present in the 
bones of the head, but they do develop symptoms 
and they do die as a result of the increase in the 
intracranial pressure which is associated with frac- 
ture and not infrequently is present in the absence 
of fracture. 
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The indications for operation in compound 
fracture of the skull are clear. Just as in a com- 
pound fracture of any bone, we have at the very 
least a potentially infected wound, and steps must 
be taken to prevent this infection from spreading to 
surrounding clean tissues, which in these cases are 
primarily the brain and the meninges. This may be 
accomplished best in the majority of cases by 
débridement. 

In depressed fracture of the skull the X-ray 
examination is of the greatest importance. Depres- 
sions should be raised or removed. 

Increased intracranial pressure as an indication 
for operation in the treatment of injuries of the brain 
is of paramount importance. Its presence or absence 
should be the first determination made in any such 
case. 

The intracranial cerebrospinal pressure depends 
on the relation between the secretory powers of the 
choroid plexus and the absorptive powers of the 
cerebral venous circulation. 

The ability to diagnose this important and 
dangerous condition correctly depends upon our 
ability to measure, first, the normal cerebrospinal 
pressure, and second, an increase in the cerebrospinal 
pressure. This is done by a manometer. With the 
adult patient lying on his left side, the entire spinal 
column being horizontal and the top of the columns 
of mercury on a level with the needle inserted as for 
an ordinary lumbar puncture, the normal pressure 
varies between 6 and 10 mm. Any reading above 
10 mm. is abnormal and evidence of an increase in 
intracranial pressure. 

Intracranial hypertension may and often does 
cause death in the absence of any injury to the bony 
coverings of the brain. In Sharpe’s “First Stage of 
Compression,’ the manometric cerebrospinal fluid 
pressure is given as from 12 to 14 mm. Hg. 
Repeated lumbar puncture with the withdrawal of 
sufficient fluid to lower the pressure to normal will 
frequently cure patients in this condition. In 
fracture with high pressure, however, lumbar punc- 
ture is dangerous as herniation of the medulla into 
the foramen magnum may cause death. 

All patients who have received or are suspected of 
having received even a slight injury to the brain 
should have the pressure of the cerebrospinal fluid 
measured as soon as they have recovered from the 
surgical shock, and the treatment should be based 
primarily upon this finding alone. 

Reflexes, the presence of blood in the cerebro- 
spinal fluid obtained at puncture, and bleeding 
from the nose, mouth, and ears have no bear- 
ing whatsoever on the line of treatment to be 
adopted. 

Intracranial pressure above 10 mm. and _ below 
16 mm. Hg.,as measured by the manometer reading, 
calls for repeated lumbar punctures with drainage 
of sufficient cerebrospinal fluid to reduce it to 
normal. Readings above 16 mm. Hg. call for de- 
compression, preferably subtemporal. 

H. A. McKnicat, M.D. 


Laewen, A.: Operations on the Choroid Plexus of 
the Lateral Ventricles and the Open Fenestra- 
tion of the Corpus Callosum in Internal 
Hydrocephalus (Ueber Operationen an den Plexus 
chorioidei der Seitenventrikel und ueber offene 
Fensterung des Balkens bei Hydrocephalus inter- 
nus). Beitr. 2. klin. Chir., 1922, Cxxv. 1. 


Laewen repeated the operation performed by 
Dandy successfully four times, in which the source 
of the increased production of cerebrospinal fluid 
in hydrocephalus was obliterated by resection of 
the choroid plexus of the lateral ventricle. Laewen’s 
operation was performed on a 4-weeks-old child 
with severe hydrocephalus. After widely opening 
the right lateral ventricle he was able to remove the 
whole plexus from the foramen of Monro to the 
entrance into the lower horn. The child remained 
alive for three weeks and then died from a sup- 
purative meningitis due to a cerebrospinal fis- 
tula. A noticeable diminution of the circumference 
of the skull could not be definitely ascribed to 
the operative procedure although there was tem- 
porary dripping of cerebrospinal fluid through the 
fistula. 

The sudden emptying of large amounts of cere- 
brospinal fluid is borne well in such cases since, 
because of agglutination of the subdural space, the 
hemispheres do not sink in and the circulation in 
the brain is not disturbed. The danger of hemor- 
rhage from the choroid plexus, which is difficult to 
ligate because of the ease with which it tears, is 
dependent solely upon the strength of the pedicle of 
the choroid artery which is to be divided. By the 
route advocated by Dandy, followed also by Laewen, 
the plexus is reached through the broad opening of 
the lateral ventricle. This is indicated, however, 
only in {the presence of great distension and thin- 
ning out of the brain substance with marked hydro- 
cephalus, as in other cases serious destruction of the 
brain substance would be necessary. For the latter 
the author therefore proposes gaining access to the 
lateral ventricle by fenestration of the corpus 
callosum, as he was able to do several times in dogs. 
Three dogs remained alive and showed no loss of 
function in spite of relatively large openings from 
one-half to three-fourths of the length of the corpus 
callosum. This suggests the possibility of sub- 
stituting the open fenestration of the corpus 
callosum as proposed by Laewen for puncture of the 
corpus callosum, which sometimes fails because of 
the adhesions of the two hemispheres to each other 
and is not entirely harmless as regards secondary 
injuries. 

The author tried this on four patients: a woman 
41 years old with glioma of the corpus striatum, who 
lived four weeks and died from another cause; a boy 
10 years old with hydrocephalus, who remained alive 
with relief from headache and vomiting and showed a 
return of the corneal reflex; a woman with eclampsia 
and marked cerebral pressure, who died after three 
days as a result of the advanced state of the disease 
process in spite of relief from pressure; and a child 6 
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months old with hydrocephalus which died as a 
result of collapse of the hemispheres following the 
relief of pressure. 

The operation consists of the formation of a large 
osteoplastic skin and bone flap with its base in 
front of the ear, protruding about 3 cm. beyond the 
midline, the formation of a dural flap with its base 
at the sagittal sinus, ligation of a few of the superior 
cerebral veins leading to the sinus, the introduction 
of a spatula to separate the hemispheres and the 
falx up to the corpus callosum, and a longitudinal 
incision or the formation of an oval fenestrum. 

SrEvERS (Z). 


Auerbach, S.: Central Fever Following Operations 
on the Brain and Spinal Cord (Ueber zentrales 
Fieber nach Gehirn- und Rueckenmarks-opera- 
tionen). Zéschr. f. d. ges. Neurol. u. Psychiat., 1922, 
Ixxiv, 229. 


In connection with three of his own observations 
of central fever (hyperthermia) following surgical 
interference on the central nervous system, Auer- 
bach discusses the surgical and neurological litera- 
ture on the subject and the results of physio- 
logical and experimental investigations on the heat 
centers. The best explanation of hyperthermias 
following operations on the central nervous system, 
provided there was a considerable outflow or stasis 
of the cerebrospinal fluid, Auerbach finds in the 
investigations of Jacoby and Roemer and von 
Aschner and Isenschmidt. According to Jacoby 
and Roemer, the cause of the hyperthermia is an 
inflammatory-hyperemic condition of the walls of 
the ventricle produced by the operative injury with 
or without opening of the ventricle. Aschner showed 
that the hypophysis exerts an influence on the heat 
economy. On the basis of experiments on rabbits 
Isenschmidt came to the conclusion that the tuber 
cinereum is the most important central organ for 
the regulation of heat,and from Aschner’s experi- 
ments he concluded that this center is under the in- 
fluence of the secretion of the hypophysis with 
which it is directly connected through the infun- 
dibulum. 

Irritation of the walls of the ventricle and loss of 
the hypophyseal secretion with a marked outflow 
of cerebrospinal fluid would therefore explain the 
hyperthermia in the cases mentioned. The author 
believes that in cases without the outflow of cere- 
brospinal fluid the assumption of Krause holds 
good, that great importance is to be attributed to 
the manipulations of the brain and the changes in 
pressure. Why only a relatively small number of 
cases show the phenomenon of postoperative hyper- 
thermia is unexplainable without the assumption of 
an individual variation in heat regulation. In chil- 
dren and in adults beyond the fiftieth year of age 
the hyperthermia is not without danger. In view of 
the findings in the animal experiments of Jacoby 
and Roemer, the author recommends as treatment 
the injection into the ventricle of adrenalin and 
hypophysin. WREDE (Z). 





Maragliano, D.: Endothelioma of the Brain (Endo- 
telioma del cervello). Arch. ital. di chir., 1922, v, 3. 

Maragliano’s case was that of a man aged 48 
years. The endothelioma arose from the internal 
surface of the dura mater and compressed thc 
cortex of the Rolandic area. Because of its slow 
growth the brain had adapted itself to the gradual 
compression and to a great extent had preserved its 
functional capacity. The phenomena of motor 
deficiency were therefore slight. 

Maragliano operated in three stages with an 
interval of six days between the first and second. In 
the first stage a Wagner osteoplastic trephination 
was done. Section of the cranial theca was followed 
by considerable hemorrhage. In the second opera- 
tion attempts to lift up the neoplasm through the 
cranial opening caused slight hemorrhage and the 
pulse and the patient’s general condition prevented 
further procedure. A small section of the tumor 
having been removed for histologic examination, 
the osteoplastic flap was turned back and com- 
pletely sutured. 

The third operation was done four days later. 
When the osteoplastic flap was again turned back, 
the tumor, which involved the parietal lobe, was 
clearly visible. It was the size of a mandarin orange 
and very vascular. Maragliano was able to enucleate 
it with its capsule in a clear cleavage plane from its 
superior pole and the healthy parenchyma. The 
hemorrhage was not severe and was arrested with 
tampons. Extensive resection of the dura was 
necessary to prevent adhesions between the brain 
denuded of its meninges and the inner table. The 
defect was covered with grafts of fascia lata. The 
osteoplastic flap was then replaced and com- 
pletely sutured, only a small opening being left for 
a fine drain. 

The postoperative course was excellent. Jack- 
sonian convulsions persisted for only a few days. 
Headache ceased completely after three months. 
When the patient was seen fourteen months after 
the operation he appeared to be as normal as ever. 
There are a few slight sensory disturbances in the 
left hand but they offer no impediment to work. 

To repair the large defect left by the excision of 
the dura the author used a transplant of fascia lata, 
as Eiselsberg has done in a number of cases. The 
result was satisfactory. Such a transplant besides 
being the best means of impeding adhesion of the 
denuded brain, may be usefully applied in de- 
compressive trepanations. 

With regard to the diagnosis Maragliano states 
that in the case reported the microscopic and 
chemical examination of the cerebrospinal fluid 
showed a manifest lymphocytosis and an increase of 
the total albumin. While these findings suggest an 
inflammatory process, and especially cerebral lues, 
they do not speak against cerebral neoplasm as 
they are characteristic of small-cell infiltration 
which in lues is caused by the treponema and in 
tumors is associated with neoplastic infiltration. 

W. A. BRENNAN. 

















Mintz, W.: The Route to the Hypophysis through 
the Sphenoidal Sinus (Ueber den Weg zur Hy- 
pophysis durch die Keilbeinhoehle). Arch. f. klin. 
Chir., 1922, Cxix, 219. 

Four cases of hypophyseal tumor were successfully 
operated upon by the trans-sphenoidal route with 
the patient in the sitting position under local anezs- 
thesia which provided a bloodless field and excellent 
exposure. The framework of the nasal cavity was 
spared as much as possible; the septum was divided 
by the formation of a tongue-shaped flap leading 
backward. Only its upper half was pinched off. The 
intra-orbital margin corresponds to the level of the 
floor of the sphenoidal sinus. 

In one case of long-standing acromegaly the 
sphenoidal sinus was as large as the tip of the index 
finger and was occupied at the right and above by a 
mass. The removal of a plate of bone in the upper 
posterior angle of the cavity in the midline exposed 
the dura but not the mass. When a small plate of 
bone in the region of the mass was broken off a 
severe arterial hemorrhage from the carotid artery 
resulted. This was arrested by packing. Two weeks 
after the removal of the tampon there was renewed 
hemorrhage but after seven weeks no further 
bleeding occurred. In nine months a striking retro- 
gression of the acromegaly was noticeable. The 
possibility of injuring the carotid artery induced the 
author to investigate the topography of the sphe- 
noidal sinus. 

The sella turcica may lie: (1) at the upper wall of 
the sphenoidal sinus; (2) at the juncture of the 
upper and posterior walls; (3) behind the posterior 
wall. Normally the fourth bend of the carotid artery 
lies in the trough of the lateral wall of the sphenoidal 
sinus; the fifth also, and with its convexity turned 
toward the sella turcica. The relation of the carotid 
artery to the sphenoidal sinus varies according to 
the size of the latter. The position and bend of the 
sections of the carotid artery may be abnormal. A 
mass growing toward the sphenoidal sinus pushes 
the vessels aside so that they are removed from 
danger, but when there is an empty roomy sphenoidal 
sinus the search for and opening of the sellar 
sphenoidal sinus may result seriously even when the 
greatest care is exercised. STREISSLER (Z). 


Kanavel, A. B., and Davis, L. E.: Surgical Anatomy 
of the Trigeminal Nerve. Surg., Gynec. & Obst., 
1922, XXXiV, 357. 


Since division of the sensory root of the trigeminal 
nerve has come to be the operation of choice in the 
treatment of trigeminal neuralgia, the authors 
studied one hundred skulls with reference to the 
surgical anatomy of the gasserian ganglion. The 
objects of this study were to establish certain land- 
marks in the middle fossa favoring rapid localiza- 
tion of the operative field; to determine the impor- 
tant relations of the ganglion and sensory root; to 
discover the exact situation of the motor root in 
order to preserve it as consistently as possible; and 
to find an explanation for the occasional cases in 
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which paralysis of the facial nerve occurs following 
the operation. 

The distances from the foramen spinosum to the 
gasserian ganglion, foramen ovale, and foramen 
rotundum respectively were 1.66 cm. at an angle of 
20 degrees occipitad from a transverse diameter 
through the foramen spinosum; 0.7 cm. at an angle 
of 30 degrees frontad from this diameter; and 2.27 
cm. at an angle of 36 degrees frontad from the 
transverse diameter. In 41 per cent of the skulls a 
marked bony prominence overhung the foramen 
spinosum. The motor root was always medial 
and somewhat superior to the sensory root central- 
ward from the ganglion and could be easily dis- 
tinguished from the sensory root. At operation, 
recognition of the motor root is corroborated by 
electrical stimulation. 

Several cats were operated upon, the sensory root 
of some being cleanly divided while that of others 
was avulsed. After sufficient time for degeneration 
the pons was removed and sectioned. In no instance 
was there evidence of damage to the facial nerve 
within the pons. 

From their study the authors conclude that 
paralysis of the facial nerve is due to traction 
exerted upon the geniculate ganglion through the 
greater superficial petrosal nerve in elevating the 
dura mater from the floor of the fossa. 

Loyat E. Davis, M.D. 


Grant, F.C.: Anatomical Study of Injection of the 
Second and Third Divisions of the Trigeminal 
Nerve. J. Am. M. Ass., 1922, Ixxviii, 794. 


Not satisfied with the landmarks and technique 
of injection of the second and third divisions of the 
trigeminal nerve, the author has devised an instru- 
ment for determining the former and formulated a 
technique which is quite original. The instrument, 
which is called a “‘zygometer,’”’ measures accurately 
the distance from the external auditory meatus, the 
horizontal level, and the direction of the needle 
for the accurate injection of the second and third 
divisions of the trigeminal nerve at their exit from 
the skull. 

In the subzygomatic injection of the maxillary 
division, the fixed point through which the first 
series of angles was determined was 3.5 cm. anterior 
to the ear and on a level with the masseteric edge of 
the malar bone. In eighty-five cases in which 162 
injections were given the nerve could not be reached 
in three cases on the right side and in one on the left. 
In nineteen cases it was necessary to open the lower 
jaw to avoid impinging on the coronoid process. 
In thirteen of these nineteen cases this was done on 
both sides. 

The average angles determined in the 162 injec- 
tions on eighty-five cadavers were 98.5 degrees in 
the horizontal plane and 115.5 degrees in the 
vertical plane. The angle at which the shaft of the 
needle entered the skin was measured from the 
malar bone posteriorly (before backward) for the 
horizontal plane, and from the vertex of the skull 
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downward (above downward) roughly perpendicular 
to the zygoma for the vertical plane. A protractor 
was used for computing the angles. For the vertical 
angle the straight edge was placed flush along the 
surface of the vertical sliding bar of the zygometer 
so that the shaft of the needle passed through its 
midpoint and the external or free tip of the needle 
registered the angle. For the horizontal angle the 
surface of the lower arm of the zygometer was used 
as a base, and the midpoint of the straight edge 
of the protractor approximated to the needle shaft. 
With these two flat surfaces as bases from which to 
measure, the difficulties in accurately estimating 
the angles arising from the curves in the contour 
of the face were in great measure overcome. In 
spite of these efforts to establish a uniform procedure 
it was found that the angles in corresponding planes 
on the right and left agreed within a margin of 
error of 5 degrees in only fifty-three of the eighty-one 
cases in which both sides were measured. Of the 
other twenty-eight cases, twenty-one varied within 
10 degrees and the remaining seven showed a dis- 
crepancy of from 10 to 20 degrees. The error seemed 
as great in one plane as in the other. This variation 
is an evidence of how markedly the two sides of the 
skull may differ. The depth at which the nerve was 
reached varied between 5 and 5.5 cm. from the sur- 
face. In the author’s opinion a penetration greater 
than 5.75 cm. would be attended with considerable 
risk of damaging important structures through the 
passage of the needle point into the posterior part 
of the orbit or nose. 

Subzygomatic injection of the maxillary division 
from the 3.5-cm. mark. To inject the supramaxil- 
lary nerve the needle is inserted at the 3.5-cm. 
mark on the lower border of the zygometer. The 
point should be directed inward at an angle of 98.5 
degrees in the horizontal plane and 115 degrees in 
the vertical plane, as described. The needle passes 
below the zygoma. At this point it may be ob- 
structed at once by the coronoid process of the 
mandible. In such case, opening of the jaw will 
allow the needle to pass. The vertical angle should 
then be increased a trifle, the needle point being 
thus slightly deflected above the exact point at 
which the nerve is to be sought. At a depth of about 
4.5 cm. the pterygoid plate will be met. Next, 
the vertical angle should be decreased slightly by 
lowering the needle point. The point should then 
be slid forward over the upper anterior edge of the 
pterygoid plate into the sphenomaxillary fissure 
where, at a depth of from 5 to 5.5 cm., the nerve is 
reached. The sensation of sliding forward into a 
cleft over the edge of the pterygoid. plate is very 
striking and makes the experienced operator feel 
sure of a successful injection. In the four cases in 
the author’s series in which it was impossible to 
transfix the nerve by this route, the interference 
seemed to be due to an anterior development of the 
pterygoid plate which prevented the needle point 
from passing in front of it with any chance of hitting 
the nerve. The dangers in the use of this method are 





two-fold: If the needle point is held too high and 
inserted more than 5.5 cm., it may enter the orbit 
through the posterior part of the sphenomaxillary 
fissure; if it is held too low and advanced too far, it 
will pierce the thin, bony walls of the nasal cavity 
or pass through the sphenopalatine foramen. 

Subzygomatic injection of the maxillary division 
from the 5-cm. mark. The second approach to the 
superior maxillary division of the trigeminus is 
through a point 5 cm. anterior to the external 
auditory meatus. The zygometer is in the same 
position as in the previous method, and the angle 
of the needle shaft to the skin is measured in the 
same way, from above downward and from before 
backward. In the series of 120 injections on sixty 
cadavers, the average for the horizontal angle was 
87 degrees and that for the vertical angle was 138 
degrees. There was no variation of more than ro 
degrees between the angles at which the nerve was 
reached on the right and the left sides. Fifty-five of 
the sixty cases showed a variation between the two 
sides of less than 5 degrees. In every case it was 
possible to reach the nerve. The point of entrance 
of the needle is so far forward that the instrument 
must be passed below the malar, which fact accounts 
for the larger vertical angle. In general, this is the 
route used in the intra-oral method advocated by 
Schlosser and Ostwald, this method being an extra- 
oral modification of their technique. 

In the dissecting room it is the author’s practice 
to stand behind the subject’s head during this pro- 
cedure. The little finger of the hand opposite the 
side injected is inserted in the mouth, pressing up 
into the angle bounded posteriorly by the coronoid 
process, laterally by the malar bone, and internally 
by the superior maxillary bone. The anterior edge 
of the vertical movable bar of the zygometer is 
placed on the 5-cm. mark on the upper and lower 
arms. If the shaft of the needle is held roughly in 
line with this anterior edge from behind downward 
and forward, a horizontal angle of about 95 degrees 
with the skin surface is produced. The wide vertical 
angle which the needle must take to pass under the 
masseteric border of the malar bone and at the 
same time avoid penetrating the buccal mucous 
membrane closely approximates the 135 to 140 
degrees necessary to reach the nerve. As the needle 
is inserted, the finger in the mouth directs the point 
upward along the lateral wall of the maxillary 
antrum into the sphenomaxillary fissure and the 
foramen rotundum. The nerve is reached just after 
it leaves the foramen. At first the vertical angle 
should be increased to about 140 or 145 degrees and 
the needle point directed high so that it first en- 
counters the upper anterior edge of the pterygoid 
plate. The vertical angle is then decreased to 135 
or 140 degrees and the needle point directed slightly 
forward and downward until it slips anterior to the 
upper curved edge of the plate into the sphenomaxil- 
lary fissure. Here, at a depth of 5.5 cm., the nerve 
is encountered lying in a mass of fat and muscle. 
When once the pterygoid plate has been passed, 

















great care must be taken not to seek the nerve too 
deeply. The needle should never penetrate to a 
depth of more than 6 cm. from the skin surface for 
its point may be easily forced upward. through the 
sphenoidal fissure and it may pierce the optic nerve 
or the internal carotid artery. While the angles of 
approach are remarkably uniform, and in the dis- 
secting room the nerve was more certainly and 
quickly reached by this route than by any other, 
its use cannot be recommended unreservedly. 
When the pterygoid plate has been passed no bony 
landmarks may be felt. Reckless probing with the 
needle point at too great a depth will almost cer- 
tainly result in damage to vital structures. It is this 
procedure more than any other which requires 
practice on the cadaver to insure its safe per- 
formance. 

Suprasygomatic injection of the maxillary division. 
The third avenue of approach studied was supra- 
zygomatic. With the zygometer in the standard 
position, the superior border of the zygoma and the 
temporal border of the malar bone are outlined by 
palpation. The apex of the angle formed by the 
juncture of these two bones is approximately 3.5 cm. 
anterior on the base line of the zygometer. This 
point being used for the insertion of the needle in a 
series of sixty injections in thirty-two cases, the 
average angle in the horizontal plane was 100 
degrees, and in the vertical plane, 87 degrees. In 
two cases it was found impossible to reach the nerve 
trunk by this approach on either side. In twent'y- 
three of the thirty cases the right and the left angles 
agreed within 5 degrees. In the other seven cases the 
right and left angles conformed within ro degrees. 

The needle is inserted above the zygoma at the 
3.5-cm. mark almost perpendicularly in the vertical 
plane and slightly forward in the horizontal plane. 
The point impinges first on the posterior wall of 
the maxillary antrum and is carned along this wall 
and slightly downward to pass under the upper 
anterior curved edge of the pterygoid plate. By 
holding close to these two bony landmarks, the 
nerve is reached at about 4.5 cm. from the surface. 
If the needle is inserted too far, the lateral wall of 
the nose may be pierced. This, however, is not a 
serious mishap. The needle is at all times well 
below the level of the optic nerve and anterior to the 
larger blood vessels. This is therefore a safe pro- 
cedure and the angles are fairly constant. However, 
because of the number of trials required in many 
cases before the nerve could be reached and the 
total failure in two of thirty-two, it is feared that 
clinically this method may not be as satisfactory as 
was hoped. 

Injection of the mandibular division. For injection 
of the mandibular division of the trigeminal nerve 
only one approach was considered. Injection of 
this branch is relatively so simple and satisfactory 
that no other method is needed. With the zygometer 
in the standard position, the 2-cm. mark on the 
lower bar was selected. This corresponds approxi- 
mately to the point of election described by Levy 
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and Baudouin. Through this point, 162 injections 
were made on eighty-one cadavers. The nerve was 
easily reached in every case. The horizontal angle 
averaged o1 degrees, and the vertical angle 108 
degrees. In fifty-two of the eighty-one cases the 
angles for injection on the left and right corre- 
sponded within 5 degrees, and in twenty-six within 10 
degrees. In three cases the variation was more than 
10 degrees. In the 3.5-cm. approach to the second 
division the angles measured in fifty-three of the 
eighty-one cases were equal within 5 degrees right 
and left. In forty of these fifty-three cases in 
which the second division measurements were in 
accord on either side the third division measure- 
ments also were closely similar. These figures 
demonstrate the variability of structures on the 
opposite sides of the skull. 

The needle is inserted below the zygoma opposite 
the 2-cm. mark on the lower bar. The direction is 
perpendicular to the skin in the horizontal plane 
and a little upward in the vertical plane. When 
once the zygoma has been passed, the needle point 
should be deflected slightly upward to strike the 
floor of the middle fossa. This bone is followed 
backward, bearing at the same time somewhat for- 
ward to avoid the middle meningeal artery which 
passes through the foramen spinosum just posterior 
to the foramen ovale, until at a depth of 4.5 cm. 
the nerve is reached. By thus keeping the needle 
point high, it was possible in every case studied to 
inject the entire ganglion through the foramen ovale 
if such a procedure was deemed necessary. If it 
seems desirable to affect only the third division, the 
needle point should be held a trifle lower. The nerve 
will then be pierced somewhat beyond its exit 
through the foramen. If the direction of the needle 
is accurate, the nerve will always be reached within 
5 cm. of the surface. The needle point should never 
be allowed to penetrate to a greater depth than 
5 cm. GrorceE E. Sutton, M.D. 


Gilpatrick, R. H.: Ankylosis of the Jaw. Boston 
M. & S. J., 1922, clxxxvi, 374. 


The author describes the case of a boy, 15 years 
of age, who entered the clinic with an ankylosis of 
the inferior maxilla. At 1 year of age he had scarlet 
fever followed by a double mastoid infection for 
which he had been operated upon twelve times. 
Since the second year of life there had been some 
limitation of motion in the jaw. 

Examination revealed a number of scars about 
the mastoid region on either side and a complete 
facial paralysis on the right side. The lower jaw was 
immovable, and the skiagram revealed a bony 
union of the right and a fibrous ankylosis of the left 
temporo-mandibular joint. The lower jaw was of the 
infantile type. The boy was well developed and 
well nourished although he had subsisted on soft 
food for the past six years. 

Operation was done under intratracheal anas- 
thesia induced with gas and ether. An incision 1% 
in. long was made in front of the right ear, from a 
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point 1% in. below the zygoma upward. The space 
beneath the zygoma was found filled with new bone 
completely surrounding the coronoid process. The 
zygoma was divided in front and elevated. The 
new bone was reamed out and the condyle of the 
jaw removed. It was necessary to remove the 
coronoid process before the jaw could be opened. 
A flap with its base downward was secured from 
beneath the skin in front of the incision, carried 
over the stump of the condyle, and sutured with 
fine catgut to the pterygoid muscles. Convalescence 
was prompt and the wound healed by first intention. 
In this case, as in many others, middle-ear sup- 
puration had spread forward, involving the temporo- 
maxillary joint and producing hypertrophic arthritis. 
Although the temporal and masseter muscles had 
been in disuse for about six years, there was no im- 
pairment in their function. If there had been osseous 
union on both sides requiring a double arthroplasty 
an undesirable side-to-side movement would prob- 
ably have resulted. Wittam J. Pickett, M.D. 


NECK 


Lahey, F. H., and Clute, H. M.: The End-Results 
of the Surgical Treatment of Forty-Eight Cases 
of Tuberculous Cervical Adenitis. Boston M. 
& S.J., 1922, clxxxvi, 280. 

The authors base their study on 132 cases of 
tuberculous cervical adenitis treated in the Boston 
City Hospital and in private practice over a period 
of five years from June, 1915, to March, 1920. The 
present condition of forty-six has been ascertained. 
Of the traced cases the results were regarded as 
excellent in 43.4 per cent, only the cervical scar 
remaining as evidence of the original disease and 
the operation. Paralysis of the trapezius muscle due 
to involvement of the spinal accessory or the third 
and fourth cervical nerves as evidenced by deformity 
was present in 26.08 per cent. A persistent sinus 
was not found in any case re-examined. 

Five patients showed paralysis of the depressor 
anguli oris muscle but experienced no discomfort 
from it, and the resulting deformity was not marked. 

Two patients had died since operation, one from 
pulmonary tuberculosis, and the other from “‘intes- 
tinal trouble.” 

Eight patients were found to have persisting 
glands after the operation and two of these showed 
an active process in the glands. 

The twelve patients with spinal accessory paral- 
ysis had been operated on by various surgeons. In 
two of these cases bloc dissection had been done. 

There are cases of tuberculous cervical adenitis 
which will demand bloc dissection for cure but there 
are also those which will yield to non-surgical 
measures such as hygiene, X-ray treatment, and 
tuberculin injections. The majority of cases belong 
to an intermediate group and for these a combination 
of the two methods is advisable. The authors 
believe that active and prompt treatment in the early 
stage with attention to the tonsils and teeth and 





other contributing factors will usually make surgica| 
measures unnecessary. X-ray therapy is valuabk 
not only for the firm, non-necrotic glands, but also for 
tuberculous sinuses resulting from liquefaction 0} 
the glands. 

In the opinion of the authors, surgery should not 
be resorted to until X-ray therapy had been tried for 
a considerable period of time, provided the disease 
does not show any tendency to spread to neighboring 
glands. Only after other treatment has failed to re- 
duce the size of the glands and the process has shown 
a tendency to spread should operation be undertaken, 
and then only the more extensively involved glands 
should be removed, the surrounding small glands 
being left for subsequent X-ray therapy. In the 
more advanced type of tuberculous adenitis with 
extensive involvement radical surgical removal is in- 
dicated although it may result in spinal accessory and 
cervical nerve paralysis with resulting deformity. 

Satisfactory treatment will embody a combina- 
tion of methods including attention to foci of infec 
tion, radiation, hygiene, conservative surgery, and 
especially an early attack on the condition. 

V. G. BurDEN, M.D. 


Giacanelli, V. U.: A Case of Congenital Cystic 
Lymphangioma of the Neck (Su di un caso di 
linfangioma cistico congenito del collo). Riforma 
med., 1922, XXXviii, 219. 

The case reported was that of a female child 18 
days old who, from birth, had a large rapidly grow- 
ing tumefaction in the right antero-lateral region of 
the neck. When seen by the author, the growth was 
the size of a foetal head at term, extended into the 
right parotid and supraclavicular regions, covered 
the right shoulder, and reached to the sternum. It 
was non-pulsatile, and caused neither respiratory 
nor gastric disturbances. 

On the basis of the clinical findings and the exam- 
ination of its contents the tumor was diagnosed as a 
cystic lymphangioma and surgically removed. It 
was found to be connected by adhesions to the sterno- 
cleidomastoid muscle, the neurovascular planes of 
the neck, the trachea, oesophagus, and spinal column. 
It contained a serous, slightly yellow fluid and a 
number of cavities. 

Microscopic examination demonstrated clearly 
the fibro-elastic structure of the cavities and their 
endothelial lining. Their contents consisted of 
coagulated lymph, red corpuscles, and numerous 
lymphocytes. Neoformation of lymph spaces and 
their successive transformation into cystic cavities 
were evident. The histologic study of the case 
shows therefore that such serous cysts begin in the 
interior of lymphocytic accumulations. 

W. A. BRENNAN. 


Troitzky, W. M.: The Surgical Treatment of Ex- 
ophthalmic Goiter (Die chirurgische Behandlung 

des Morbus Basedowi). Monograph, 1921. 
The author reviews the present status of our 
knowledge with respect to exophthalmic goiter, dis- 
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cusses the surgical treatment of this condition, and 
reports his own observations. The twenty-four cases 
in which he has operated he divides into five groups 
according to their severity. The first group consists 
of three cases which were hopeless as regards the 
prognosis for life (emaciation extreme, weight 32 
kilos, choreic condition, cardiac defects with dis- 
turbed compensation); the second group, of five 
cases with secondary functional disturbances of the 
vessels, the lungs, and other organs; the third group, 
of ten typical cases of exophthalmic goiter; the 
fourth group, of five cases with partial symptoms of 
exophthalmic goiter; and the fifth group, of one case 
of the so-called “‘formes frustes”’ type with a pulse 
rate of 96-108, exophthalmos, Moebius’s sign on 
the right side, tremor, marked hyperhidrosis, etc. 

In almost every case internal treatment had been 
given with more or less benefit. The surgical treat- 
ment consisted of twenty-two hemistrumectomies 
three enucleations, twenty-three ligations of the 
superior and inferior thyroid arteries, and one liga- 
tion of three arteries. The permanent results ob- 
tained were as follows: Group 1: a cure in two cases 
and improvement in one case; Group 2, a cure in 
two cases, improvement in one case, and no effect 
in one case; Group 3, a cure in four cases, improve- 
ment in one case, and decided improvement in two 
cases; Group 4, a cure in three cases and decided 
improvement in one case. 

With regard to the relationship between the dura- 
tion of the disease and the results obtained, the 
following facts were noted: 

Of five cases in which the disease was of less than 
three years’ standing, a cure was obtained in three 
cases, improvement in one, and no result in one. 
Of five cases of from three to five years’ standing, 
four were cured and one was greatly benefited. Of 
five cases of from five to ten years’ standing, a cure 
was obtained in two cases, decided improvement in 
one, and improvement in one. Of two cases of more 
than ten years’ standing, both were cured. 

The author recommends surgical treatment for 
all cases of exophthalmic goiter. SERCK (Z). 


Romanis, W. H. C.: The Surgical Treatment of 
Exophthalmic Goiter. Lancet, 1922, ccii, 471. 


Although it cannot be denied that some under- 
lying primary cause is probably responsible for the 
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Wildegans: Resections of the Thorax in Cases of 
Old Empyema of the Pleura (Ueber Thorax- 
resektionen wegen veralteter Pleuraempyeme). 
Arch. f. klin. Chir., 1921, cxvii, 444. 


Wildegans reports on 222 cases of pleural em- 
pyema treated in Koerte’s surgical clinic from April 
1, 1904, to December 31, t920. Among these were 
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change in the thyroid gland in exophthalmic goiter, 
it is the alteration in the gland which constitutes the 
basis of the symptoms of Graves’s disease. The 
thyroid is the ‘symptom factory.” 

Graves’s disease is characterized by a certain 
amount of eye change, a rapid pulse, and definite 
cardiac changes. When the toxic symptoms are so 
mild as to raise a doubt as to the identity of the 
condition a microscopic examination of the gland 
should be made to determine whether hyperplasia 
and the changes in the epithelium characteristic of 
exophthalmic goiter are present. 

Ligation of the thyroid arteries can be dismissed 
in a few words as ineffective. It is difficult and 
dangerous in those cases in which it is necessary, 
and unnecessary in those cases in which it would be 
easy and safe. The use of local anesthesia is con- 
tributing to the present decrease in the mortality. 
In the severe cases medical treatment is valuable in 
the preparation for operation. Great reluctance of 
the patient to be operated on, mental changes such 
as delusion and melancholia, an age of over 65, the 
presence of oedema due to a failing heart, diabetes 
or some other grave constitutional disease, are 
contra-indications to operation. 

Removal of large portions of the gland, i. e., the 
larger lobe and a sixth to a half of the opposite lobe, 
is the procedure of choice. The retrolaryngeal lobe 
should also be removed, at least on one side. The 
parathyroids may be completely ignored. The 
danger of leaving too little of the thyroid gland is 
not real. 

A fine tube is inserted through a separate opening 
and left in place for twenty-four hours. The 
salmon-gut sutures with which the operative wound 
is closed are removed in forty-eight hours. The 
patient is made to sit almost upright in bed. For 
forty-eight hours only cold liquids are given. A 
long stay in bed and four months of very easy life 
are essential parts of the treatment. Physiological 
results can be measured by estimations of the basal 
metabolic rate, which before operation averages 40 
to 80 per cent above normal and after operation 
falls within a few weeks to an average of 25 per cent 
above normal. Occasionally it may fall to slightly 
below normal, but up to the present time no case in 
which this has occurred has shown clinical signs of 
hypothyroidism. J. D. Exuts, M.D. 


THE CHEST 


forty-three cases of influenzal empyema. There 
were fifty-seven deaths, a mortality of 25.6 per cent. 
Fourteen of the patients who died had influenzal 
empyema. 

In spite of primary early resection of the ribs, 
chronic fistula developed in fifteen of the 222 cases. 
In three, there was tuberculosis, and in twelve, 
pyogenic infection only. A purulent discharge was 
present in all or nearly all. In two cases the ex- 
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piratory power of the other lung was not sufficient 
for re-inflation. The other possible causes for the 
fistula formation did not apply with equal force to 
all these failures. 

If the sound still reveals an unhealed empyemic 
cavity three months after primary resection of the 
ribs with proper after-treatment, radical operation 
is indicated. Local injection, with slight narcosis 
after the skin incision was made, was found to be 
the best anesthetizing procedure in most cases. 
The preferred incision was that of Schede for 
unilateral thoracoplasty. In one case four lower 
ribs were resected and the upper part of the pus sac 
was obliterated by attaching the lung to the chest 
wall. 

The Schede operation was combined with a strip- 
ping of the lung when this was possible without 
causing severe hemorrhage and without injuring the 
lung tissue. In other cases longitudinal or lattice 
incisions in the fat of the lung with a knife or 
cautery sufficed. Even the unstripped lung can 
expand. Twice there was pneumolysis. 

It was difficult to influence bronchial fistul. 
Of the fifteen patients treated by thoracic resection, 
one, a child, died after two days; twelve, among them 
one patient with a tuberculous empyemic fistula, 
were discharged cured and able to work. There is 
function of the lung on the affected side. Post- 
operative scoliosis must be accepted. The author 
compares these results with Koerte’s earlier results 
published by Voswinckle. Of twenty-six patients 
with chronic non-tuberculous empyema, nineteen 
(74 per cent) were entirely cured, four (15 per cent) 
were cured except for a small fistula, and three died. 
Of the eight infected with tuberculosis, four died of 
phthisis, three were considerably improved, and 
one, after ten years, is cured and able to work. The 
article gives abstracts of the case histories and a 
bibliography. Scumipr (Z). 


Davis, B. B.: Carcinoma of the Breast, with a Con- 
sideration of Precancerous Conditions. J. .1m. 
M. Ass., 1922, \xxviii, 779. 

A three- or five-year period without recurrence is 
an arbitrary standard. The author has had pa- 
tients remain well for five, eight, nine, and ten 
years and then return with recurrence from which 
they later died. Duration of the lump and apparent 
progress of the disease are uncertain prognostic 
guides. Cancer begins painlessly and the lump is 
discovered accidentally, and may or may not be far 
advanced. 

Rapid progress of one breast cancer and the mild 
course of another seem to bear some relation to the 
struggle between cancer cells and other body tissue 
cells. Cancer cells may become enveloped in a 
fibrous layer that smothers and renders them inert. 
Probably in this way early malignancy may be 
cured spontaneously. 

Local recurrence does not signify a hopeless case. 
Some of the author’s patients are well after the 
removal of one, two, or three local recurrences. 









The classical picture of adherent skin, retracted 
nipple, fixation to the pectoral fascia, and extensive 
axillary involvement are signs of advanced cancer 
and should be seen more rarely. The education of 
the public by the American Society for the Control 
of Cancer will favor early diagnosis, ‘early opera- 
tion, and better results. The examination of all 
women of cancer age by trained clinicians would 
decrease the number of non-operable cases and 
reduce the mortality from cancer of the breast, 
uterus, and lip. 

A lump in the breast should be considered an 
emergency surgical condition. If the diagnosis is 
doubtful, it is better to remove a few breasts un- 
necessarily than to leave a malignant tumor. If, 
inadvertently, the surgeon cuts into suspicious 
tissue, the knife, other soiled instruments, and 
gloves worn by him and his assistants should be 
discarded for others. Suspicious tissue should be 
swabbed with carbolic acid or treated with the 
actual cautery and a more remote periphery selec- 
ted. Avoiding cancerous tissue is difficult only in 
advanced cases. Many local recurrences arise from 
accidental cancer-cell implantation at operation. 

Cancer extends centrifugally by the lymphatics 
and fascia planes, and not by the blood stream and 
skin. Hence a large skin area need not be removed. 
Skin grafting is never necessary except in advanced 
cases. With these points in mind the author de- 
scribes the following operation which resembles the 
Handley operation in some particulars and differs 
from it in others: 

A circular or wide elliptical skin incision is made 
2 in. beyond the margin of the infiltrated area. A 
second incision is begun on the upper arm over the 
insertion of the pectoralis major and curved inward 
and downward to meet the elliptical incision. A 
third incision extends from the lower margin of the 
elliptical incision, downward and inward along the 
linea alba, almost to the umbilicus. The skin is 
dissected up, as free from the subcutaneous fat as 
possible, to the clavicle above, inward to the 
opposite side of the sternum, laterally to expose 
the digitations of the serratus magnus and the 
border of the latissimus dorsi, and downward to 
lay bare the upper one-fourth of both recti abdo- 
minis and the upper attachments of the external 
oblique muscle. Such undercutting of the skin 
permits the removal of the widest possible lym- 
phatic-bearing area of fascia. 

This extensive area is blocked out to the limits of 
the skin dissection and its entire periphery is raised 
and rolled inward toward the breast. Beginning 
in the axillary region the tendon of the sternal 
portion of the pectoralis major is divided at its 
humeral attachment. The muscle is then split 
below the clavicle and rolled inward. The coracoid 
membrane is cut, the coracoid insertion is divided, 
and the pectoralis minor muscle is completely 
removed. The axilla is cleared out by sharp dissec- 
tion from the apex downward. If obviously can- 
cerous glands adhere to the wall of the axillary 
































































BEET re = 








peblbindeeteas ddan sasndchassnonicancuenana einen 


vein, the involved portion of vein is removed 
between ligatures. Fat and glands below the 
clavicle are dissected free from the artery and vein. 
The sternal fascia is stripped off far enough to 
expose the costal cartilages and the dissection is 
continued downward from the lower sternal end 
by reflecting upward the fascia covering the serratus 
magnus and latissimus dorsi. If the cancer is located 
in the outer quadrant, three to five of the upper 
digitations of the serratus magnus are removed. 

Finally the central island is severed from the 
chest wall. The wound is kept dry to insure smooth 
healing. A small rubber drain is placed in a stab 
wound of the external skin flap a little below the 
axilla, and is removed after twenty-four hours. 
The skin is approximated at intervals, without 
tension, by means of three or four silkworm-gut 
sutures, and the skin edge is brought into contact 
with a running interlocked stitch of horsehair. A 
large gauze dressing with a pad in the axilla to push 
the skin up and a thoracic jacket are applied. The 
arm is kept well abducted from the thorax and the 
elbow rests on a pillow. Use of the arm is encouraged 
from the first. If not contra-indicated, the patient 
is propped up in bed the second morning, and after 
the third or fourth day is allowed to be up in a chair 
a part of each day. 

Routine postoperative deep roentgen-ray therapy 
is given at intervals of four weeks for six to ten 
months. 

Operation is rendered futile by: (1) deep involve- 
ment of the chest wall; (2) fixation of the axillary 
mass; (3) very extensive skin involvement; (4) 
enlarged and fixed supraclavicular glands; (5) sec- 
ondary growths in the lungs, liver, or other viscera; 
and (6) bone metastases. 

Improvement of results may be expected when 
more operations are performed at the stage when 
the disease can be completely removed, and when we 
learn how to recognize and cure precancerous condi- 
tions. The author urges public propaganda, re- 
search to decrease the incidence of cancer, better 
general agreement as to what constitutes pre- 
cancerous lesions, and greater co-operation between 
pathologists and surgeons. Every adenoma and 
fibro-adenoma should be removed. 

WaALterR C, Burket, M.D. 


Sistrunk, W. E.: Cancer of the Breast: The Re- 
sults in 218 Operations. J.-Lancel, 1922, n.s. 
xlii, 75. 

Sistrunk has studied the histories of 246 patients 
operated upon for cancer of the breast at the Mayo 
Clinic. The recurrences were mostly in the late 
cases, evidently because cancerous tissue was left 
in regions inaccessible to the knife. The highest 
percentage of cures and the infrequent recurrences 
were found in cases in which operation was per- 
formed early in the course of the disease, before 
glandular involvement could be demonstrated. 

In the series studied local recurrences are known 
to have occurred in only 10.5 per cent of the patients 
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in whom no glandular involvement could be demon- 
strated at the time of operation. In the forty-six 
cases with local recurrences the glands were in- 
volved at the time of operation in 80.4 per cent. 
Of eighty-six patients operated on before the glands 
were involved, 64 per cent are alive from five to 
eight years after the operation and there are known 
recurrences in only six. Of 132 patients in whom 
the glands were found to be involved at the time of 
operation, 19 per cent are alive from five to eight 
years after the operation. 

The highest percentage of deaths occurred among 
the youngest and oldest patients. The chance for 
cure seems definitely higher in patients over 50 
years of age. 

One hundred and four (73.3 per cent) of the 138 
patients died from recurrences; six of the 218 pa- 
tients died within six months after operation. By 
the end of the first year forty-six were dead; by the 
end of three ‘years, ninety-two; by the end of four 
years, 107; and by the end of five years, 120. 

At the end of five years twenty-nine of the 132 
patients in whom glandular involvement was 
demonstrated at the time of operation were alive, 
and fifty-six of the eighty-six patients in whom the 
glands were not involved at the time of operation 
were alive. Regardless of glandular involvement, 
eighty-five of the 218 patients were alive at the end 
of five years. H. A. McKnicur, M.D. 


TRACHEA AND LUNGS 


Clendening, L.: Abscess of the Lung. Laryngoscope, 
1922, Xxxii, 128. 

Clendening states that lung abscess is not difficult 
to recognize provided the following factors are 
taken into account: (1) a possible preceding cause; 
(2) the predominance of symptoms over signs; 
(3) the X-ray findings; (4) the bronchoscopic find- 
ings; (5) the character of the sputum; and (6) the 
findings of exploratory puncture. 

The most important etiological factor is a pre- 
ceding tonsillectomy or a nose operation. Next in 
importance is inspiration of a foreign body, and 
third, pneumonia. Lung abscess may follow tonsil- 
lectomy even when the operation is performed with 
the greatest care. The author believes that motor- 
driven anesthesia apparatus cause pneumonia and 
lung abscesses by forcing pus and septic material 
into the lung. One case of lung abscess due to 
systemic infection following tonsillectomy is cited. 

In the diagnosis a consideration of the symptoms 
is of first importance. The history includes a con- 
tinued cough, copious expectoration, and afternoon 
fever. Abscesses following pneumonia have a foul 
odor, but those following tonsillectomy are odorless. 
Associated with these signs are loss of weight and 
anemia. 

The physical signs are few and usually are pres- 
ent over a very small area. The most constant sign 
is a localized area of rales. The X-ray is of im- 
measurable diagnostic value. 
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A bronchoscopic examination should always be 
made to locate a foreign body, if present, and to 
obtain further information as to the location of the 
abscess. Sputum examinations showing the absence 
of tubercle bacilli have a negative value. 

A positive exploratory puncture clinches the 
diagnosis. The pus is very thick and mixed with 
air and tissue. 

The treatment of lung abscesses is not particularly 
satisfactory. The author states that the surgical 
method of resecting a rib, stitching the pleura, and 
later opening the abscess has not given very good 
results. The best procedure is artificial pneumo- 
thorax. This Clendening has used with a successful 
result in one case. R. C. Wess, M.D. 


Lilienthal, H.: Resection of the Lung for Suppura- 
tive Infections, with a Report Based on Thirty- 
One Operative Cases in Which Resection Was 
Done or Intended. Ann. Surg., 1922, xxv, 257. 


Chronic pulmonary suppurations wholly or par- 
tially of the bronchiectatic type are rarely curable 
without the extirpation of the pathologic focus. 

The author reports thirty-one cases with a 
mortality in single lobe involvement of 42 per cent. 
The danger is much greater when more than one 
lobe is infected or other complications are present. 
In ten cases in which the disease was not limited to 
a single lobe the mortality was 70 per cent. 

Palliative operations, such as the formation of a 
bronchial fistula, may be followed by improvement 
but rarely by an apparent cure. 

The most common cause of the disease is infection 
due to the aspiration of infected material during 
tonsillectomy. 

Children and young adults are by far the best 
subjects; after the age of 35 the operation becomes 
more hazardous because the recuperative powers of 
the patient are impaired. In all cases of adults 
digitalis should be administered in the forty-eight 
hours preceding operation. 

A patient with bilateral suppuration would be 
considered an unsuitable subject for resection of the 
lung. Cases in which there is dense infiltration close 
to the mediastinum are particularly hazardous. 

Other contra-indications are cardiac and renal 
disease, and syphilis. 

Within limits, the greater the surgeon’s knowledge 
regarding the location and character of the disease 
before he operates the better. The three essential 
facts for him to know are: (1) whether the disease 
is in the upper or the lower part of the chest; 
(2) whether it is near the hilum or the periphery; 
(3) whether the cause of the suppuration is a 
foreign body or a tumor in the bronchus. 

The X-ray may show all these things. Sometimes, 
however, the bronchoscope will reveal what the 
X-ray cannot disclose. 

Two days of postural preparation are desirable 
except in rare cases of emergency. When there has 
been a considerable daily discharge the patient 
usually knows how to empty out the bronchial 











passages. The emptying should be done at least 
twice daily and also an hour before operation. 

The patient’s blood must be grouped and a suit- 
able donor secured. 

After the induction of anesthesia with nitrous 
oxide and oxygen, ether should be used to secure 
complete relaxation and deep narcosis and then 
nitrous oxide with only a little ether according to 
necessity. The author has abandoned the intra- 
tracheal method for the simpler and less dangerous 
intrapharyngeal method. 

The primary incision in the seventh or eighth 
interspace from just behind the angle of the ribs 
almost to the costal cartilages is made through the 
skin. Then, beginning anteriorly, the muscles are 
quickly divided, the first assistant taking up the 
bleeding points and also the uncut vessels which 
cross the line of incision. The muscles having been 
divided, a short incision is made in the intercostal 
tissues to the most easily accessible part of the 
wound, hugging closely the upper border of the rib 
just below the proposed entrance into the pleura. 

The pleural opening is lengthened with the 
scissors and the ribs are drawn apart a little with 
blunt retractors. A rib-spreader is inserted, and 
slowly separated until in one or two minutes the 
widest possible space has been secured. Often a 
separation of 6 or 7 in. may be obtained easily, and 
even without cutting a rib sufficient exposure for 
the operation may be obtained. For a lung resec- 
tion, the approach must be very wide, especially 
when the upper lobe is to be dealt with. In such 
cases the incision over the seventh or the sixth 
intercostal space must be increased by continuing it 
posteriorly and upward parallel with the posterior 
border of the scapula and about an inch or more 
from it. 

If this is to be the first stage only, the healthy, 
non-adherent lobe and the costal pleura with which 
it is normally in contact should be briskly rubbed 
with gauze and the lobe then surrounded with a 
single layer of iodoformized gauze about 3 in. 
wide, placed one beside the other, the ends long 
enough to reach outside the chest wall. These pieces 
of gauze are transfixed in one mass with a safety 
pin which is left outside the muscular layer of the 
chest. The gauze is withdrawn in forty-eight hours. 
The skin is sutured to cover in the gauze and the 
safety pin. 

One week after the first operation the second stage 
may be undertaken. By this time firm adhesions 
will have formed between the healthy lung and the 
thoracic wall, and with the danger of postoperative 
lung collapse the danger of mediastinal flapping is 
also banished. 

The necessity for differential pressure having 
passed, the second stage of the operation, the 
lobectomy itself, can be done with the least possible 
respiratory embarrassment, and even with ordinary 
inhalation anesthesia. 

The pulmonary ligament can be quickly divided 
with the scissors. The pedicle of the lobe is now 













































isolated, carefully palpated, and secured with chain 
ligature sutures of silk. In some cases it can be 
crushed with a powerful clamp. In others it is too 
thick and tough for any clamp, but even then can 
be crushed in section, each section being caught 
immediately after crushing with a large hemostatic 
needle and firmly ligated. A large stump should be 
formed by sectioning the lung tissue, whether 
diseased or not, an inch or even more distal to the 
ligatures in the pedicle itself. When ablation is 
complete the stump is carefully inspected and all 
apertures, especially the bronchial openings, are 
wiped out with pure phenol. 

The stump is surrounded with a rubber dam which 
is brought to the surface. The ends of the silk 
ligature which have been left long form a bundle of 
ten or twelve strands. These are tied together with 
another piece of silk placed so that a large trans- 
fixing pin will lie upon the chest wall beneath the 
skin, causing just enough tension upon the pedicle 
to steady the mediastinum when the patient coughs 
or strains. The rubber dam tunnel is packed with 
iodoformized gauze. In addition to this opening for 
drainage, a smaller one is made through the lower 
chest wall posteriorly just above the diaphragm and 
a No. 28 French catheter is inserted. The skin is 
never sutured. 

The tube from the lower part of the chest is 
clamped after the lobe of the lung has been dis- 
tended by the intrapharyngeal pressure, and as 
soon as the patient is in bed this tube is carried 
beneath the surface of antiseptic liquid in a vessel 
on the floor. 

After almost every lobectomy there is an out- 
pouring of bloody serum into the pleura. Therefore 
unless the patient is in exceptionally good condition, 
with normal blood pressure and hemoglobin, blood 
transfusion is necessary. 

Anaerobic infection and tension pneumothorax 
are dangerous complications which follow this 
operation. Oxygen flowing through the chest cavity 
may be tried, and negative pressure in the chest 
may be produced by a paracentesis with the tube 
under water and the patient straining. Hemorrhage 
from the stump must also be borne in mind. 

The stump finally sloughs off and a_ bronchial 
fistula may form but the latter usually closes. 

The author reports his cases and illustrates them 
with roentgenograms. H. A. McKnicnat, M.D. 


Karstroem, G.: A Case of Pulmonary Tuberculosis 
in a Child Diagnosed with Difficulty from Inter- 
lobar Empyema (Ein Fall von Lungentuberkulose 
beim Kinde mit schwieriger Differentialdiagnose 
gegen interlobaeres Empyem). Hygiea, 1921, Ixxxiii, 
517. 

The roentgenogram of an interlobar exudate 
may be easily mistaken for an infiltrative pulmonary 
tuberculosis progressing from the hilus of the lung. 
The differential diagnosis is of the greatest impor- 
tance because of the frequency of this form of tuber- 
culosis in children. 
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The case reported was that of a child of 31% years 
in which the roentgenogram showed a markedly 
dense oval shadow with a sharp upper and an indis- 
tinct lower outline in the center of the right pul- 
monary field between the third and fifth cervical 
vertebra as seen from the front. The physical 
examination revealed very marked dullness over 
this area which extended down to the base of the 
lung and weakened respiration. Aspiration with- 
drew pus containing bacteria. 

In view of the roentgenological finding and the 
positive diazo and cutaneous reactions, a probable 
diagnosis of pulmonary tuberculosis with cavities 
was made, particularly because tubercle bacilli and 
amphoric breathing were demonstrable. The au- 
topsy substantiated this diagnosis. Prtrer (Z). 


Rist, E., and Strohl, A.: Gaseous Resorption and 
the Maintenance of Sub-Atmospheric Pressure 
in the Pleura (Sur le réle de la diffusion dans la 
résorption gazeuse et le maintien de la pression sous- 
atmosphérique dans la plévre). Presse méd., Par., 
1922, Xxx, 69. 

Textbooks on physiology are by no means explicit 
regarding the physical forces which maintain approx- 
imation of the pleural leaves. The term “pleural 
vacuum’”’ is often used but is manifestly incorrect. 

In discussing the various attempts which have 
been made from time to time to analyze the intra- 
pleural atmosphere the authors state that if an 
analysis of the gas is made at the end of a certain 
time in cases of aseptic closed pneumothorax a mix- 
ture will be found which varies little in composition, 
whatever the gas introduced into the pleural cavity. 
Pietro’s analysis was as follows: carbon dioxide, 6 
per cent; oxygen, 6 per cent; nitrogen, 88 per cent. 
The nitrogen content is higher than that of the 
atmospheric air (79 per cent). Many authors have 
been unable to explain this paradox but Rist and 
Strohl show that the special conditions necessary 
for pleural functioning are dependent upon it. 

The physical laws of the diffusion of gases explain 
peculiar biological processes such as the mainten- 
ance of contact of the pleural serosa and the resorp- 
tion of different gases introduced into the body. 
This theory of diffusion proves also that what are 
considered by some as paradoxical phenomena are 
natural and necessary phenomena. There is no need 
to invoke the aid of a “pleural vacuum”’ or other 
unknown force of nature to explain them. 

W. A. BRENNAN. 


Kornilowitsch, N.: A Rare Case in Which a Bone 
Remained for Eight Years in the Inferior 
Ramus of the Left Bronchus (Ein seltener Fall 
von achtjaehrigem Verbleiben eines Knochens im 
Ramus inferior bronchi sinistri). Verhandl. d. path. 
Ges., Petrograd, 1920. 

The author effected a cure in a case in which a bone 
2.3 cm. long, 1.0 cm. wide, and 4 mm. thick had 
remained in the inferior branch of the left bronchus 
for eight years. The patient was a woman 35 years 
of age. The swallowing of the bone was followed by 
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violent coughing and the expectoration of blood. 
Several days later coughing and fever set in and con- 
tinued for eight years with only occasional allevia- 
tion. During the last four years the sputum had 
had a foul odor. The patient had been treated by 
several physicians for pulmonary tuberculosis. 
WALCKER (Z). 


PHARYNX AND C&SOPHAGUS 


Jirasek, A.: Closing of Defects After Operations 
on the Pharynx (Deckung von Defekten nach 
Pharynxoperationen). Cusop.lék. €esk., 1921, 1x, 781. 

A 65-year-old man was operated on in May, toro, 
for sarcoma of the right tonsil. In May, 1920, a 
second operation was done for recurrence which filled 
the entire hypopharynx, encroached upon the root of 
the tongue, and interfered with respiration. After 
extirpation of the tumor and repair of the right 
posterior wall of the pharynx by means of a flap of 
skin there remained a pharyngeal fistula measuring 
3 by 5 cm. which could not be primarily closed. The 
endeavor to obliterate this opening with two pedun- 
culated skin flaps according to Israel’s method was 
only partially successful. After healing of the wound 
the defect was about half its original size. 

As the margin of the fistula was of scar tissue, a 
second attempt was then made to repair it by means 
of a four-sided, pedunculated cutaneous flap, two 
and one-half times as large as the defect, taken from 
the region of the clavicle and the upper part of the 
breast and cut so that its pedicle was below the 
’ fistula of the pharynx. The lower half of the flap 
was freshened on its lateral margins, turned up at 
an angle of 180 degrees, and sutured to the freshened 
margins of the fistula with the skin side inward. 
Fourteen days later the pedicle of the flap was 
divided, the second half of the flap was again turned 
over at an angle of 180 degrees, and the wound sur- 
face of the first half thus covered. A permanent 
closure was obtained. Kinpi (Z). 


Seiffert, A.: Finding of the Tract in Severe Forms 
of Stenosis of the (Esophagus (\uflindung des 
Weges bei hochgradigen Ocsophagusstenosen). 
Monatsschr. f. Ohren,. 1921, lv, 1634. 

The frequency of crosion of the «esophagus 
markedly increased in Germany during the war 


SURGERY OF 


ABDOMINAL WALL AND PERITONEUM 


Boppe, M.: Hzematomata and Abscesses of the 
Anterior Abdominal Wall (iématomes et 
abcés de la paroi abdominale antérieure). J. de 
chir., 1922, xix, 245. 

From a topographical viewpoint abscesses of the 

anterior abdominal wall may be divided into: (1) 

those of the superficial subcutaneous tissuc, (2) those 


because of the practice among the people of making 
soap at home. Accordingly, cicatricial stenoses of 
the oesophagus were also seen more frequently than 
formerly. Other cesophageal stenoses are of less 
importance. 

The stenosis may be funnel-shaped, tubular, 
straight, curved, or irregular. If erosions are given 
proper treatment severe strictures will not occur. 
The best plan is to begin the use of bougies after 
the subsidence of the acute symptoms (after one to 
two weeks), using very fine bougies stiffened with a 
stylet. For finding very small excentrically situated 
stenoses, Hacker recommends the introduction of a 
bundle of the smallest sounds through a funnel 
tube, first one and then another being advanced 
slowly. The asophagoscope is also of value in 
finding the openings to the narrow stenoses. The 
most conservative method is that of allowing the 
patient to swallow a thread to which a bead is 
attached, which is then drawn out through a 
gastrotomy wound. 

If these methods fail, the author recommends the 
following procedure: A minute bead is attached to 
a very thin (0.4 mm.) steel wire and the wire is 
pushed through a small metal tube with a circum- 
ference only a little larger than that of the bead. 
This tube, which must be bent because of the 
curvature of the pharynx, is then introduced with 
the left hand like a bougie, and in a palpatory way 
the wire is pushed forward with the right hand. 
By the slight rubbing of the wire in the tube it is 
soon determined whether the bead is up against the 
wall or in the lumen. As soon as the bead has 
advanced any distance, the tube is made to fol- 
low. In this manner it is possible to enter the 
stomach gradually and thereby to pass several 
strictures. 

The dilatation of the stenosis is accomplished 
by drawing the tube back over the sound, fasten- 
ing a perforated olive of a somewhat larger caliber 
to the wire, and then pushing the olive downward 
into the stomach with the aid of the tube. This is 
done several times with olives of gradually increased 
size until the dilatation can be completed in the 
usual way. For cases in which a gastro-enterostomy 
has been done the author suggests the use of a bent 
hooklet with the aid of which the wire with the bead 
can be easily found and withdrawn. — Ganor (Z). 


THE ABDOMEN 


of the sheath of the rectus muscle, (3) those of the 
prevesical space or the so-called abscesses of the 
space of Retzius; and (4) those of the cellular sub- 
peritoneal tissue. 

Abscesses of the superficial subcutaneous tissue 
are usually of furuncular origin. They may give 
rise to a marked lymphangitis and are commonly 
situated about the umbilicus. It is well known 
that such peri-umbilical infections are serious as 

















they may produce peritonitis or septic thrombosis 
of the umbilical vein. 

Infections of the sheath of the rectus muscle may 
follow operative procedures or develop by extension 
from superficial infections. Hamatomata in the 
rectus sheath may be caused by incomplete hamo- 
stasis at operation or rupture of the fibers of the well- 
vascularized rectus muscle occurring as the result 
of direct trauma or very violent contractions of the 
muscle. 

Abscesses may develop in the prevesical space 
primarily or may be secondary to an abdominal 
infection. Fractures of the pubis with infection of 
the resulting hematoma give rise to an important 
group. Rupture of the membranous urethra and 
abscesses resulting from osteomyelitis of the pubis 
may cause primary infection of the cave of Retzius. 
The interest of suppuration secondary to abdominal 
infections rests in the chronicity of the process. The 
abscesses form true inflammatory tumors which 
are very difficult to differentiate from true tumors 
of the abdominal wall. They arise most commonly 
from retained catgut or other foreign bodies within 
the abdomen. LoyaL EF. Davis, M.D. 


MacLennan, A.: The Radical Cure of Inguinal 
Hernia in Children: with Special Reference to 
the Embryonic Rests Found Associated with 
the Sacs. Brit. J. Surg., 1922, ix, 445. 

Since August, 1914, the author has operated 
1,038 times on 978 children for the radical cure of 
inguinal hernia. In eighteen cases, nineteen sac 
bodies were examined for embryonic rests with a 
positive result; one child had an adrenal body on 
each sac of a bilateral hernia. In fourteen of these 
cases the tissue was adrenal cortex. 

The more usual adrenal rests closely resemble 
tomato seeds. They adhere to the outer side of the 
sac between the vessels of the cord and the vas. A 
bilobar nodule is uncommon. The ultimate fate of 
these accessory glands is probably calcareous 
degeneration. To date, they have been found only 
in males. 

The article is supplemented with illustrations 
showing different types of embryonic rests. 

EK. C. Ropirsuex, M.D. 


GASTRO-INTESTINAL TRACT 


Moynihan, B., and Walton, A. J.: The Treatm ent 
of Gastric Ulcer. Lancet, 1922, ccii, 267. 


Hemorrhage and perforation are the only char- 
acteristic manifestations of an acute gastric ulcer. 
If a gastric ulcer is found at operation or autopsy, 
it is not necessarily accountable for symptoms that 
have been present for months. The relationship 
between acute and chronic ulcers is not definitely 
known. 

Chronic gastric ulcer is rare. Its incidence is half 
that of duodenal ulcer and it occurs twice as often 
in men as in women. Incorrect diagnosis is respon- 
sible for many useless gastro-enterostomies, the 








GENERAL SURGERY —SURGERY OF THE ABDOMEN 15 


patient being made worse instead of better. Fol- 
lowing the operation jejunal ulcer may develop and 
add to the discomfort. There are but two methods 
of making an unequivocal diagnosis of gastric ulcer: 
by means of the roentgen-ray and by inspection at 
operation. If the diagnosis is not certain, the re- 
sults of medical treatment may not be correctly 
evaluated. 

The medical treatment given at the present time 
is woefully inefficient; for the rich it is possible, for 
the poor it is scarcely obtainable. 

The preparation of the patient for operation is of 
great importance. In addition to routine examina- 
tions, the teeth and sinuses should be examined for 
foci of infection and the patient given large quan- 
tities of glucose or a direct transfusion of blood to 
overcome the effects of weakness, wasting, and 
dessication. 

The surgical procedures which have been adopted 
are the following: (1) gastro-enterostomy; (2) ex- 
cision of the ulcer; (3) gastro-enterostomy combined 
with excision; (4) gastro-enterostomy combined with 
destruction of the ulcer by means of the cautery 
(Balfour’s operation); (5) median resection of the 
stomach (sleeve resection); (6) gastro-enterostomy 
combined with jejunostomy (Moynihan’s opera- 
tion); and (7) partial gastrectomy. 

Gastro-enterostomy has been the most frequently 
performed of these operations. Two views are held 
as to the manner in which it produces its results. 
According to one, it is purely mechanical in its 
effects, giving relief by preventing retention, since 
it is most efficient in cases in which marked obstruc- 
tion is caused by a scar at or near the pylorus. The 
second view is that it possesses a “physiological” 
action by alkalinizing the gastric contents. In 
Moynihan’s opinion there is no reason for the belief 
that an alkaline medium favors the healing of a 
gastric ulcer. 

It is an interesting fact also that when gastro- 
enterostomy has been performed for duodenal ulcer 
a gastric ulcer may develop. Moynihan believes 
that the procedure should be reserved for cases in 
which the ulcer is distal to the opening to be made, in 
which no reasonable doubt can be entertained as to 
the benignity of the ulcer, and in which the patient’s 
condition renders a more extensive operation too 
dangerous. 

Simple excision of the ulcer is unsuccessful because 
it is followed by obstruction due to the contraction 
and distortion of the stomach or because the ulcer 
recurs along the suture line. 

Gastro-enterostomy combined with excision does 
not give an adequate number of satisfactory results 
and is by no means as good as Balfour’s operation. 

Balfour’s operation consists of the destruction of 
the ulcer by means of the actual cautery and the 
performance of a gastro-enterostomy. According to 
the records at present available, this operation is 
simple, safe, and satisfactory in respect to after- 
results. Next to gastrectomy, Moynihan prefers the 
Balfour operation. 
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Median resection is sometimes followed by recur- 
rence along the suture line as well as contraction and 
stasis of the stomach. 

Gastro-enterostomy combined with jejunostomy 
is occasionally indicated in cases in which there is a 
large, firm, or perforating ulcer and the patient’s 
condition is extremely poor. In such cases the 
author performs a gastro-enterostomy in ‘“Y,” 
making a very large opening in the stomach. The 
proximal part of the jejunum, forming the ‘“Y,”’ is 
opened by a small incision and through this a tube is 
passed downward into the intestine. The patient is 
fed through the tube until the ulcer is healed, when 
the tube is removed and the jejunostomy opening is 
closed. 

In the author’s experience gastrectomy is the 
most satisfactory operation. The mortality is low 
and the results are as near perfection as possible. 
No recurrence has been seen after this operation. 
The mortality is less than 2 per cent. 

Conditions identical with acute gastritis and 
gastric erosions may arise in the duodenum. For 
these no operative treatment should be undertaken. 
The only possible exceptions are cases of severe 
repeated attacks of hamatemesis in which another 
hemorrhage would probably prove fatal. Under 
such circumstances no time should be wasted in 
looking for the lesion. The patient should be 
anesthetized, given a direct blood transfusion, and 
subjected to a posterior gastro-enterostomy with 
occlusion of the pylorus. The results obtained by 
this method in Walton’s experience have been 
satisfactory. 

Perforation is extremely rare in acute gastric 
ulcers. If it has occurred, the ulcer is chronic and 
simple suturing will not effect a cure; hence a gastro- 
enterostomy should always be performed. 

Pyloric and duodenal ulcers are satisfactorily 
treated by posterior gastro-enterostomy. There are 
two possible objections to this treatment: (1) 
carcinoma may arise at the site of the ulcer; (2) the 
operation may be followed by gastrojejunal ulcera- 
tion. Very often a carefully taken history will 
reveal the presence of a malignant change. If there 
is any doubt as to the nature of the lesion, a partial 
gastrectomy should be performed. 

Most authorities place the frequency of gastro- 
jejunal ulcers at 2 per cent. The mortality of a 
partial gastrectomy seems to outweigh the danger 
of a gastrojejunal ulcer. Ulcers on the lesser curva- 
ture are cured by gastro-enterostomy in only 40 to 
60 per cent of the cases. If occlusion of the pylorus 
is added to the gastro-enterostomy the results are 
more satisfactory. 

Hour-glass stomach is much more common in 
women than in men, is usually due to a simple ulcer, 
and is very often associated with ptosis. For this 
condition the choice of treatment lies between: 
(1) knife or cautery excision with gastro-enteros- 
tomy, and (2) partial gastrectomy. Excision alone 
is insufficient. If there is any suspicion of malig- 
nancy, partial gastrectomy is, of course, the opera- 





tion of choice. Occlusion of the pylorus with silk 

mattress sutures is temporary only, lasting about 

two months. Permanent occlusion is unnecessary. 
Crayton F. ANprEws, M.D. 


Kreuter, E.: Gastropexy with the ,Ligamentum 
Teres of the Liver as a Preliminary Operation 
for the Roentgen Treatment of Certain Gastric 
Carcinomata (Gastropexie mit dem Ligamentum 
teres hepatis als vorbereitende Operation zur 
Roentgenbehandlung gewisser Magencarcinome). 
Zentralbl. f. Chir., 1922, xlix, 106. 

The Erlangen Clinic was skeptical regarding the 
roentgen treatment of malignant gastro-intestinal 
tumors up to the time of the introduction of the 
method of Wiertz, which produced such good results 
with the coppering and subsequent roentgenization 
of rectal carcinomata that the local process became 
clinically cured. In the stomach, the canditions for 
X-ray treatment are considerably less favorable 
because of the mobility of the organ. To obviate 
this difficulty, the author fixed the inoperable but 
sufficiently movable gastric carcinoma in the region 
of the umbilicus by means of the ligamentum teres 
in the following manner: 

An anterior or posterior anastomosis was made, 
the ligamentum teres was detached close to the 
liver and bluntly dissected from the peritoneal 
reduplication up to its origin at the umbilicus, and 
at a suitable location, the ligament was applied 
around the tumor like a sling and sutured to the 
umbilicus. In order to keep the tumor from slipping 
out, the gastric wall was fclded over the ligament. 
The value of this procedure must be tested by further 
experiments. Bopa (Z). 


Kusnezowski, N. J.: Myomata of the Stomach 
(Zur Lehre von den Myomen des Magens). Jubi- 
leiny Sborn. J. J. Grekow, 1921, i, 78. 

This article is based upon the following case: 

A woman, 38 years of age, entered the gynecolog- 
ical clinic on account of severe hamatemesis and 
hemorrhage from the rectum. For four years she 
had noticed a swelling in the region of the stomach 
which had gradually increased in size. One and 
one-half years ago she had an attack of severe pain 
accompanied by profuse hematemesis. At this time 
the tumor seemed to disappear but soon became 
evident again. This occurrence was repeated. At 
the time the patient entered the clinic her condition 
was very poor. Seven days later she died with symp- 
toms of pronounced anemia. 

Autopsy revealed a tumor in the stomach 14 cm. 
long, 1314 cm. wide, and 6 cm. thick, which extended 
along the greater curvature, and the serous cover- 
ing of which was continuous with the serosa of the 
stomach. On cross-section the growth had a check- 
ered appearance due to extravasation of blood 
and many hard yellow areas. In certain areas the 
boundary between the tumor and the muscularis of 
the stomach wall was distinctly evident and in 
others obliterated. In one spot on the mucosa was 























a small ulcer through which the sound passed into 
the depths of the softened tumor. 

Microscopic examination showed smooth inter- 
lacing muscle fasciculi with characteristic nuclei in 
certain areas, and sarcoma-like polymorphic cells 
in others. A decided border between the wall of the 
stomach and the tumor couid not be determined. 
The outer layer of the muscularis passed immediate- 
ly over into the smooth muscle element of the tumor, 
becoming astonishingly altered. The growth was 
diagnosed as a myoma of the stomach with atypical 
sarcoma-like tissue. 

Since the time of Virchow, the myomata of the 
stomach have been classified as internal and external. 
In the author’s case the myoma developed outward 
into the abdominal cavity, raising the mucous mem- 
brane in the interior of the stomach only slightly. 
Therefore it must be classified among the external 
or transition varieties. 

According to Steiner’s statistics, external myo- 
mata are the more common and attain a greater 
size than internal myomata. The connection be- 
tween the muscle layer of the wall of the stomach 
and the muscle elements of the tumor found in the 
author’s case was interesting. Ulceration of the 
mucous membrane over the tumor has an impor- 
tant clinical bearing as it may cause severe hzemor- 
rhage. 

The benign myoma may degenerate into a malig- 
nant form (Borst and others) described as myo- 
sarcoma, myoma sarcomatosum, myoma malignum, 
etc. The growth described belongs to the mixed 
forms in which the typical myomatous elements and 
atypical “‘sarcomatous”’ cells are both present. The 
genetic union of benign and malignant forms in this 
type of tumor proves that transition from one to the 
other is possible. The immediate development of 
the tumor from the muscle layer of the stomach 
wall is generally recognized (Virchow, Steiner, Tilp, 
Moser, Boettcher, Anitschkoff) and is demon- 
strated by the case reported. 

The clinical diagnosis of this type of myoma of 
the stomach is most difficult. Active hemorrhage is 
not always observed. Changes in the boundary of 
the palpable tumor may be of importance. A few 
cases in which surgical treatment of gastric myoma 
was successful (Herhold, Elach, Moser, Tyority) 
are on record. ScHAAK (Z). 


Mayo, C. H., and Magoun, J. A. H., Jr.: Postopera- 
tive Intra-Abdominal Hernia. Arch. Surg., 1922, 

iv, 324. 
Moynihan called attention to the possibility of 
a herniation of the small intestine into the lesser 
peritoneal cavity through an abnormal opening in 
the transverse mesocolon. Four such cases were 
reported. It was only when fatalities occurred 
from such hernie following pesterior gastro- 


enterostomy that surgeons began to suture the 
stomach or jejunum to the transverse mesocolon. 
At first the opening in the transverse mesocolon was 
sutured to the stomach or bowel before the anas- 
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tomosis was made. Today most surgeons make the 
anastomosis first and then suture the mesocolon. 

Another form of internal hernia is herniation of 
the small intestines through the loop of jejunum 
formed in both the anterior and posterior types of 
gastrojejunostomy. Ten such cases have been 
reported in the literature. The second operation in 
these cases was done six days after gastrojejunos- 
tomy in four cases, eight days later in one, twelve 
days later in two, fourteen days later in one, one 
year later in one, and two years later in one. Four 
patients recovered and four died. The results in 
two cases were not recorded. 

The authors report two cases of internal hernia 
following gastrojejunostomy and one _ following 
colostomy. 

Case 1. Anterior gastrojejunostomy for ulcer on 
the anterior wall of the duodenum. Operation on 
the ninth day for obstruction due to internal hernia. 
The patient died. 

Case 2. Posterior gastrojejunostomy for per- 
forating ulcer of the duodenum. Operation for 
internal hernia performed almost one month after 
the first operation. Recovery. 

Case 3. On February 17, 1921, a left rectus 
colostomy was done, and on February 26 an opera- 
tion for internal hernia. The patient died. 

I. E. Bisnxow, M.D. 


Wikle, H. T.: An Aid in the Differential Diagnosis 
Between Acute Toxic and Acute Mechanical 
Meus. IJnternat. J. Surg., 1922, xxxv, 90. 

A definite differential diagnosis between acute 
toxic ileus and acute mechanical ileus as produced 
by the postoperative formation of adhesions or by 
adhesions from other than operative causes is 
essential for the proper treatment as eserin, pitui- 
trin, etc., are indicated in the toxic type and con- 
tra-indicated in the mechanical type, while in the 
mechanical type operative procedure is demanded. 

Nausea and vomiting are two invariable symp- 
toms of all forms of intestinal obstruction when 
there is complete occlusion of the lumen or paresis 
of any portion of the intestine. Vomiting has two 
mechanisms, a mechanical, which is a spasmodic 
contraction of the respiratory (abdominal) muscles 
and the inspiratory muscles (diaphragm) and the 
pyloric end of the stomach, and a nervous mechan- 
ism, which is probably controlled by a vomiting 
center supposedly situated in the medulla. In 
toxic ileus the vomiting is produced by the stimula- 
tion of the vomiting center through the afferent 
nerve fibers from the mesenteric plexus by the same 
toxin that has produced the ileus. In mechanical 
obstruction it is caused by mechanical disturbance 
of one of the nerve segments of the intestine which 
is already hypersensitive. Later, in both varieties 
of ileus, vomiting is caused by the toxins produced 
by the protein disintegration of the stagnated 
intestinal contents. 

The procedure employed by the author to dis- 
tinguish between the two types of ileus is as follows: 
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The stomach is lavaged until the return is clear. 
Kight to sixteen ounces of fluid are used at each 
washing. In one case as much as 13 gal. was neces- 
sary and the lavage was continued for an hour and a 
half. After the lavage, when the patient is free from 
nausea, a compound enema containing an irritant, 
turpentine, ox-gall, or magnesium sulphate, is given 
to stimulate the intestine. In mechanical ileus, in 
which the intestine is hypersensitive particularly 
around the obstructed area, it produces pain in a 
localized area followed by an immediate return of 
the nausea and vomiting. In the toxic ileus, in 
which paralysis is present and consequently hypo- 
sensitiveness, there is little or no response to the 
stimulation. 

The diagnosis and treatment of postoperative 
ileus should not be delayed more than seventy-two 


hours. Joun D. Etrts, M.D. 
Beccherle, G.: Weoczcocolic Invagination; In- 
testinal Resection; Recovery (Invaginazione 


ileo-ceco-colica; resezione intestinale; guarigione). 
Policlin., Rome, 1922, xxix, sez. chir., 1209. 

The case reported by the author was that of a 
youth aged 17 years. The clinical and X-ray 
diagnosis was incomplete intestinal occlusion due 
probably to chronic invagination. A median 
laparotomy disclosed an ileocecocolic invagination. 
An intestinal resection and an ileotransversostomy 
with a Murphy button were done and adhesions 
liberated. The patient made an excellent recovery. 

The portion of intestine removed consisted of a 
section of the small intestine 7 cm. long (of which 
about 2 cm. were invaginated), the caecum, and 
about 19 cm. of the proximal colon. The ileo- 
cecocolic invagination was double. 

The case was particularly interesting from the 
point of view of pathogenesis. In the author’s 
opinion the invagination was rendered possible 
by the persistence of a mesocaecocolic ascending 
mesentery. Therefore intestinal resection is the 
most suitable method of treatment to prevent 
recurrence. W. A. BRENNAN. 


Bloch, O. E.: Some Appendiceal Vagaries. /»/ernat. 
J. Surg., 1922, Xxxv, 82. 

Early operation probably saves lives and prevents 
the necessity of drainage. When necessary, the 
author employs a cigarette drain which he leaves in 
place forty-eight hours. If drainage is slight on its 
removal, he ties snugly a silkworm gut suture which 
was placed in position and loosely tied at the time 
of operation. He advises drainage of an abscess, 
and the removal of the appendix at a second opera- 
tion if it is not readily found at the first. The 
absence of fever should not be regarded as a negative 
sign when others are conclusive. 

Among atypical cases of appendicitis mention is 
made of: 

1. Appendicitis associated with pain in the right 
testicle and irregular, frequent micturition due to an 









extending retrocecal abscess over the right ureter 
at the pelvic brim. 

2. A retrocecal appendix with pain simulating 
that of pneumonia. 

3. Advanced appendiceal involvement with slight 
symptoms and signs. : 

4. Cases in which the only outstanding signs are 
vomiting and leucocytosis. 

In conclusion Bloch states that no one sign or 
symptom is always present. External evidence 
does not reveal the condition of the intra-abdominal 
organs. Serious lesions may cause only slight 
symptoms. Neither laboratory nor physical exam- 
inations are infallible. An appendix with an abnor- 
mal appearance should be removed. Early opera- 
tion is safer than delay. An acutely inflamed appen- 
dix should be removed immediately. 

Watter C. Burkert, M.D. 


Hartmann, H.: Inflammatory Strictures of the 
Rectum. Laucel, 1922, ccii, 307. 

Of the author’s series of eighty-six cases 58 per 
cent were those of women. Most of the patients 
were in the fourth or fifth decade of life. Syphilis 
was undoubtedly present in 34.8 per cent of the 
cases. Tuberculosis preceded the stricture in 8.6 
per cent. Pederasty and gonorrhoeal infections 
are other causes. Different causes may be asso- 
ciated. Chronic uterine inflammation, dysentery, 
and leprosy are rare causes. The influence of 
chronic constipation and hemorrhoids does not 
seem to be proven. 

Inflammatory strictures occupy a fairly extensive 
area of the rectum, and the bowel above and below 
the stenosis is inflamed; in cancer, the wall of the 
intestine above and below the stricture is not 
affected. 

The stricture lies generally in the lower region, 
2 to 6 cm. above the anus. It is usually cylindrical 
or circular. On its surface there is seldom any 
ulceration. On section, all the coats are found to be 
blended into one sclero-cedematous mass, from a 
few millimeters to 1 to 2cm. thick. The lesions seem 
to lie especially in the submucous layer. Below the 
stricture, the mucosa is inflamed, red, and ulcerated; 
as a rule the membrane has lost its elasticity and is 
grayish in color, thicker than normal, strewn with 
granulations or even small lumps, and papillomatous 
or molluscous. If the proliferations are extensive the 
condition is called “proliferative and stenosed 
proctitis.” 

The anus presents ulcerations resembling fissures 
separating the small lumps of a condylomatous 
clump. In rare cases ulceration may be found above 
the stricture, as high as 10 cm. or more. It has a 
well-defined border and a festooned ledge above 
which the mucosa suddenly assumes a_ normal 
aspect. 

Very often fistula may be seen about the rectum, 
beginning as a rule below the stricture. Callous 


masses and even large sclero-lipomatous perirectal 
masses are sometimes found. 

















On microscopic examination one is struck with 
the fact that there is little ulceration of the mucosa 
at the level of the stricture. The cylindrical epithe- 
lium with tubular glands is changed into a stratified 
pavement epithelium coated with irregular papille. 

Below the epithelium, when it is not involved, 
and below a single layer of embryonic cells when the 
epithelium is ulcerated, the tissue of the stricture is 
composed of hard, fibrous layers separated by 
embryonic diffuse strips invading and separating 
the innermost layers of muscle fibers. Sometimes 
obliterated vessels, areas of necrosis, tuberculous 
follicles, or miliary gummata may be found. 

The stricture is composed of hard, fibrous tissue, 
which explains why, even in syphilitics, anti- 
syphilis remedies have no power to cure or to 
relieve the stricture. The author cites a case, 
undoubtedly due to lues, which he was able to fol- 
low from the beginning to the end, a period of 
twelve years. 

Before secondary infection takes place anti- 
syphilis treatment may effect a cure. 

The symptoms of proctitis nearly always precede 
those of stricture. These symptoms are: a feeling 
of rectal fullness, a frequent desire to defecate, anda 
painful discharge of muco-pus or pure pus. At this 
period there is proctitis only. After the stricture has 
developed, defecation is more difficult and infre- 
quent, cathartics and enemas must be used freely, 
and a purulent discharge is present. There are 
two forms of stricture: one with predominate sup- 
puration, the other with predominate symptoms of 
stenosis. The edge of the anus and neighboring 
parts may present erythematous eruption. Bleed- 
ing may also occur. The stools may cause such great 
pain that the patient is afraid to eat. Again, the 
stools may be liquid, and there may be true incon- 
tinence. The stool may be flat or passed in small 
ovoid pieces. 

As a result of infrequency of defecation there 
may be abdominal distention and cramps. These 
disappear after an extensive evacuation. Com- 
plete obstruction has been reported. The patient 
loses weight and strength, and may die from 
cachexia or an intercurrent disease. 

Examination around the anus shows small firm 
excrescences which sometimes are condylomatous 
and excoriated on their internal surface. The skin 
is thick and inflamed. On digital examination just 
above the anus, rough, dry, uneven thickenings of 
the mucous membrane will be found. In a few cases 
a definite ring of constriction may be palpated. 

Generally the stricture is at the upper border of 
the lesions of chronic proctitis and has a funnel-like 
form, the narrower part being 4 to 6 cm. from the 
anus. The inflammatory stricture never forms a 
tumor. In the suppurating type small vegetating 

lumps sometimes develop. 

Proctoscopic examinations reveal red, uneven, 
cicatricial spots, sometimes with vegetations and 
small ulcers. Resulting abscesses or fistula may 
first call the patient’s attention to his condition. 
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Specific treatment has no effect upon the stric- 
ture. Dilatation, the most usual treatment, must be 
applied gently. The bougie must be passed through 
without causing pain; the procedure should be 
repeated every other day, beginning with the largest 
bougie that had been used the previous day. Each 
bougie should be left in for a few seconds only. Later, 
weekly dilatations will be sufficient. This treat- 
ment relieves but does not cure the condition. If 
the proctitis is predominant, dilatation may make 
the condition worse. 

When the disease is limited to the termination of 
the rectum, complete extirpation of the diseased 
areas‘effects a permanent cure. 

Fistula should be incised and curetted. In very 
severe cases of long standing, ileocolostomy is 
indicated. Crayton F, Anprews, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Harer, W. B., Hargis, E. H., and Van Meter, V. C.: 
Studies of the Function of the Gall-Bladder. 
Surg., Gynec. & Obst., 1922, Xxxiv, 307. 

There is a great diversity of opinion among 
investigators as to the function of the gall-bladder. 
The theories vary from the one extreme that the 
gall-bladder is a vestigial organ like the appendix 
to the other extreme, the theory advanced by 
Kemp, that the mucosa of the gall-bladder acts as a 
catalytic agent which changes the bile so as to make 
it of considerable importance to the organism. Even 
the Mayos, who probably draw their conclusions 
from the same sources, are not in accord on this 
subject. 

In view of the fact that from goo to 1,200 c.cm. 
of bile are secreted in twenty-four hours, the theory 
that the gall-bladder acts as a reservoir must be 
discarded. Although no apparent ill effects follow 
its removal, the authors do not believe it is a 
vestigial organ. 

C. H. Mayo has stated that the gall-bladder 
empties the bile by rhythmic contractions but it has 
been shown that the pressure varies little from the 
pressure of bile secretion. The gall-bladder is not a 
regulator of the flow of bile into the intestine as it 
has been shown definitely that the muscle of Oddi 
at the ampulla of Vater has this function. The 
gall-bladder can play no part to prevent the bile 
from flowing into the pancreatic duct and pan- 
creas as this does not occur after cholecystectomy. 

From a minute study of the nerve, blood, and 
lymphatic supply of the gall-bladder and experi- 
mental work on animals, the conclusions arrived at 
by the authors are as follows: 

1. The function of the gall-bladder is that of a 
concentrator of bile, the concentration being ef- 
fected chiefly by the lymphatics. 

2. The gall-bladder is emptied of its contents— 
if it is emptied at all through the cystic duct—by 
pressure of adjacent, distended, and congested 
organs during digestion and by the milking action 
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of the duodenal peristaltic waves. The rhythmic 
contractions of the gall-bladder are of no impor- 
tance in this respect. 

3. By means of the lymphatics, infections are 
carried to the glands at the head of the pancreas, 
producing a lymphangitis, a lymphadenitis, and a 
lymph stasis which later becomes organized and 
results in chronic pancreatitis. 

I. E. Bisaxow, M.D. 
Gibson, T. C.: Non-Surgical Drainage of the Gall- 
Bladder. Northwest Med., 1922, xxi, 79. 

The author describes the technique of non- 
surgical gall-bladder drainage as follows: 

Omit breakfast. Place the patient in a sitting or 


recumbent position. Clean the mouth with a 
potassium permanganate solution or 1% of 1 per 


cent formalin solution and a tooth brush. Insert a 
sterilized duodenal tube to the stomach. Aspirate 
and examine the gastric contents. Wash the 
stomach until the returned fluid is clear, then 
lavage first with a 1:10,000 potassium perman- 
ganate solution or an astringent zinc-chloride solu- 
tion and then with sterile water. Leave a small 
quantity of water in the stomach. If pyloric steno- 
sis is suspected, a hypodermic injection of atropine 
may help. Slowly advance the tube 15 to 20 cm., 
2% cm. at a time. The tip passes the pylorus in 
fifteen to twenty minutes. Determine whether the 
tube is in the duodenum by gentle traction or by 
aspirating and examining the aspirated fluid (this 
is alkaline and may contain bile). 

Wash the duodenum as often as necessary by 
the repeated injection and immediate removal of 
30 to 40 c.cm. of the solution. Inject 50 c.cm. of 
a 33 per cent magnesium sulphate solution into 
the duodenum to relax the sphincter of Oddi and to 
excite the flow of bile. Attach the duodenal tube 
to the vacuum bottle with a glass cannula to serve 
as a window and begin to recover the magnesium 
sulphate solution. Use a new bottle for each liquid 
of a different color. The first ‘‘A” bile, which 
appears within a few minutes, comes from the 
common duct; the darker yellow or greenish- 
colored “‘B” bile with increased viscosity, from the 
gall-bladder; and the light golden yellow and less 
viscid “‘C” bile, from the hepatic duct. After 
drainage, lavage the duodenum with 200 to 250 
c.cm. of some antiseptic solution (Ringer’s solu- 
tion will do). Toilet facilities should be convenient 
as the bowels may move during the drainage. 

In common-duct infection, “A” bile will be 
darker and thicker, and will contain the infecting 
organisms and perhaps pus and epithelial cells. In 
gall-bladder infection the ““B”’ bile will be darker 
(occasionally almost black), and thicker and will 
contain bacteria. ‘‘C”’ bile will be changed in dis- 
ease of the hepatic ducts and cholangeitis. Failure 
to obtain ‘‘A”’ bile is due to faulty technique or 
common-duct obstruction. If “A” and “C” bile 


are obtained but no ‘‘B”’ bile, there may be cystic- 
duct obstruction. 


The amount, color, viscosity, 


turbidity, bacteriological, and microscopic findings 
should be studied. 

In obscure cases of probable focal infection the 
biliary tract should be investigated by means of 
gall-bladder drainage. 

The author concludes that as a diagnostic measure 
the non-surgical drainage of the gall-bladder is of 
great value when used in conjunction with the 
clinical history and physical findings, but should 
not be depended upon alone. As a therapeutic 
method it is of value in all conditions associated 
with biliary stasis, the early stages of cholangeitis 
and cholecystitis, but of little use in cholelithiasis 
and chronic cholecystitis with thickening of the 
gall-bladder walls. Watter C. Burxet, M.D. 


McEachern, J. D.: Hepaticoduodenostomy for In- 
jury of the Bile Ducts During Cholecyst- 
enterostomy. Ann. Surg., 1922, Ixxv, 344. 


Injury of the common and hepatic ducts is usually 
the result of operative accidents. In only a small 
percentage of the cases will the accident be recog- 
nized at operation; the great majority are manifested 
several weeks or months later by a permanent 
biliary fistula or by jaundice or some other sign of 
obstruction. These injuries to the bile ducts are 
due mainly to the failure of the operator to identify 
the cystic duct because of poor exposure of the 
operative field. 

Three clinical types of cases due to operative 
injury during cholecystectomy are: 

1. The case of biliary fistula with clay-colored 
stools, the condition being present continuously 
since the operation. 

2. The case in which the patient becomes deeply 
jaundiced immediately after the operation and 
there is little or no discharge of bile in the stools or 
on the dressings. Later a biliary fistula usually 
develops. 

3. Cases which improve quite well after the 
operation except that the drainage of bile is greater 
than usual. All goes well until several weeks or 
months after the fistula closes, when the patient 
develops jaundice, slight at first and intermittent, 
but later tending to become deeper and more 
permanent. 

The injury may be a stricture due to crushing or 
ligation, or there may be division or resection of a 
portion of the duct. 

The subject of operative injuries to the bile 
passages and the methods of repair has been well 
presented in very excellent articles by Mayo, Jacob- 
son, Sullivan, Walton, Elliot, and others. The 
operation of choice is an end-to-end anastomosis 
over a rubber tube, the union being reinforced with 
omentum. At times it is well to implant the stump 
of the hepatic duct directly into the duodenum. 
Hepaticoduodenostomy carries with it the possi- 
bility of regurgitation of bile into the bile ducts and 
ascending infection of the bile passages and liver. 
When the stump of the hepatic duct is a little longer 
than 1 cm., the “physiological implantation” of 














Coffey is impractical, and an attempt to carry out 
the principle by passing a rubber tube obliquely 
through the duodenal wall is of doubtful value. 
After direct implantation of the hepatic duct into 
the duodenum a patient operated upon by Mayo 
remained well after fifteen years, but duodenal 
fistula with peritonitis from leakage of the intestinal 
contents or death from starvation may follow the 
procedure. 

When the patient’s condition is serious it is 
advisable to perform the operation in two stages, 
the duct above the obstruction being drained in the 
first stage, and the re-establishment of the flow of 
bile from the liver to the intestine being undertaken 
later when the jaundice has disappeared and the 
patient’s condition has otherwise improved. 

E. K. LANGrorp, M.D. 


Richter, H. M.: Closure of the Abdomen Without 
Drainage After Cholecystectomy and Choledo- 
chotomy. Surg., Gynec. & Obst., 1922, xxxiv, 180. 

In the opinion of the author, closure of the abdo- 
men without drainage has a wider application than 
gall-bladder surgery. In cases in which it has been 
possible to remove the source of the infection in a 
case of peritonitis not too far advanced, he has 
closed the abdomen without drainage. These 
include cases of acute appendicitis with free perito- 
nitis in adults and children, perforated gastric and 
duodenal ulcer, and certain cases of well-defined 
abscess. In the cases of appendicitis, which include 
fifty cases in children under 13 years of age, there 
have been no deaths. In twenty cases of perforated 
gastric and duodenal ulcer operated upon con- 
secutively, one moribund patient died six hours after 
the operation and one died five weeks later from 
subphrenic abscess. 

In cholecystectomy the author uses very fine 
catgut to suture the cystic duct. The maximum 
bile tension is less than the arterial tension of a 
small artery. Heavy ligature material acts as a 
foreign body. No further treatment of the cystic 
duct is attempted after ligation. The raw surface 
of the liver left by the removal of the gall-bladder 
is permitted o drop together; no sutures are used. 
Peritonization forms a dead space for the accumula- 
tion of blood and bile. Bile leakage is negligible 
except when drainage has been used. Opening of 
the cystic duct occurs only when drainage is em- 
ployed. Dra’nage prevents primary union. 

The omission of drainage lessens postoperative 
discomfort. Hernia does not occur and the average 
stay in bed is five days. 

In persistent oozing from the liver surface and 
in the presence of jaundice, gauze packing is neces- 
sary. Drainage miy be necessary in unusually 
active infection or suppuration outside the gall- 
bladder. 

When the common duct can be sutured and 
closed without drainage, the advantages are the 
same as in cholecystectomy. There must be a good 
peritoneal coat, the surgeon must be sure that no 
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stones are left, the diameter of the duct must allow 
for swelling of the walls, and the suture material 
and needles must be fine. 

The abdomen should not be closed in the presence 
of jaundice or infection. 

In nineteen cases treated by Richter there were 


two deaths. Both of the patients who died were 
jaundiced. In one of these cases the operative 
work was very extensive. The second patient had 
pernicious vomiting which persisted for several 
weeks before the operation and continued after- 
ward until death. Both cases required trans- 
duodenal opening of the ampulla to release impacted 
stones. 

In 100 cholecystectomies there were two deaths. 
One was that of a patient with cirrhosis of the liver 
and nephritis and the second was due to a frank 
pneumonia. I. E. Bisuxow, M.D. 


Jones, D. F.: Acute Pancreatitis. Boston M.&S. J., 
1922, CIxxxvi, 337. 

Experimental and clinical findings lead the author 
to conclude that there are two types of acute 
pancreatitis of quite different etiology. 

1. Interstitial pancreatitis due to infection of the 
interstitial tissue, the infection coming frequently 
from the biliary system. This is Maugeret’s theory, 
but there is no experimental proof that acute 
hemorrhagic necrosis can be caused by infection 
through the lymphatics. So far as we can learn, 
the pancreatitis associated with infections of the 
biliary system is, as stated by Opie, an inflammatory 
change in the interstitial tissue of the gland. On 
the other hand, the condition found in the pancreas 
in acute pancreatic necrosis is primarily a necrosis 
of the parenchymal cells, and in certain cases at 
least the necrosis is localized along the involved 
pancreatic duct. 

2. Pancreatic necrosis, a necrosis of the paren- 
chymal cells due to retrojection of bile into the duct 
of Wirsung or of the duodenal contents into the 
duct of Santorini. This theory is supported by 
Archibald and Brocq and by experimental evidence. 

The treatment of the interstitial type due to 
infection from a cholecystitis is cholecystostomy. 

The treatment of pancreatic necrosis is drainage 
of the fatty capsule of the pancreas and the pan- 
creas itself. In addition, the sphincter of Oddi may 
be cut or a choledochostomy may be done, depending 
upon the condition of the patient and that of the 
gall-bladder and ducts found at operation. 

H. A. McKnicut, M.D. 


Mayo, W. J.: The Relation of Splenic Syndromes 
to the Pathology of the Blood. Jilinois M. J., 
1922, xli, 175. 

The most interesting of the splenic syndromes 
are those concerning the blood, which may be 
regarded as an organ in the form of fluid rather than 
as a connective-tissue medium. The function of the 
blood is to carry oxygen and food to the tissues of 
the body, to remove the ash and waste products, 








22 INTERNATIONAL ABSTRACT OF SURGERY 





and to transport noxious agents of all sorts to the 
kidneys, mucous membranes, and skin for elimina- 
tion, or to the vital laboratories, of which the liver 
is the chief, for defense. The spleen is concerned 
with the purification of the blood and is one of the 
agents whereby worn-out erythrocytes and various 
infectious or toxic materials are filtered from the 
blood stream and directed to the liver, the great 
metabolic and detoxicating organ of the body. It 
would appear that the spleen is not the principal 
agent, but rather an organ of destruction through 
which the principal agent works. Even when 
‘ splenectomy results in alleviation of the symptoms 
or in cure; it is by no means proved that the spleen 
was the cause of the ailment. 

The spleen plays a very important part in the 
five syndromes of splenic anemia, pernicious 
anemia, hemolytic jaundice, and polycythemia, 
which concern the erythrocytes, and in spleno- 
myelogenous leukemia, which concerns the leu- 
cocytes. 

Splenic anemia. Splenic anemia is a clinical 
entity, the chief characteristics of which are idio- 
pathic enlargement of the spleen and_ chronic, 
progressive, and intercurrent anemia with leu- 
copenia. These are the antecedents of phenomena 
related to obstruction of the portal circulation, 
such as gastro-intestinal haemorrhage and ascites, 
which eventually cause death. 

Since the publication of Osler’s article in 1900, 
hemolytic icterus, the splenomegaly of Gaucher’s 
disease, syphilis, chronic malaria, chronic sepsis, 
and tuberculosis have been removed from their 
former classification in groups of splenic anemias. 
Von Jaksch’s disease is probably a syndrome caused 
by various infantile disorders. 

The chief pathologic conditions in splenic anaemia 
are generalized fibrosis, thrombophlebitis, and 
atrophy of the pulp cells. The deposits of con- 
nective tissue, endophlebitis, and compression 
atrophy of the malpighian corpuscles are not grossly 
different from those due to splenomegaly in syphilis, 
malaria, and other diseases of known origin asso- 
ciated with fibrotic spleens. A patient with chronic, 
fibrotic splenomegaly who presents the character- 
istics of chronic secondary anemia but is not 
relieved by medical treatment is potentially a 
sufferer from splenic anemia and will probably be 
cured by splenectomy without regard to the cause 
of the disease. It seems probable that certain as 
yet unidentified toxic agents strained out of the 
blood by the spleen are responsible for splenic 
fibrosis and these in turn are responsible for cirrhosis 
of the liver. 

It is known that the spleen acts as a filter remov- 
ing bacteria from the blood stream. Unable to 
destroy these substances, it sends them through the 
splenic vein to the liver; the reaction of the liver to 
chronic irritants may result in portal cirrhosis. If 
the spleen is unable to rid itself of all the material 
it filters from the blood stream, sequestration of the 
filtrates may occur and give rise to the various 











splenomegalies of known etiology and to others the 
etiology of which is as yet unknown. 

The type of splenic anemia accompanied by 
portal cirrhosis of the liver and called Banti’s dis- 
ease is a condition in which the fibrosis of the spleen 
and the liver is due to the same agent. When the 
disease is not too far advanced, removal of the 
spleen cures the anemia by stopping the excessive 
destruction of blood and preventing toxic sub- 
stances from reaching the liver so that the cirrhotic 
process is checked and the ascites disappears. 

Seventy-four patients with splenic anaemia of 
unknown origin have been operated on in the Mayo 
Clinic with nine deaths. 

Pernicious anemia. The etiology of pernicious 
anemia is unknown. The early symptoms are 
indefinite, and by the time a diagnosis can be made 
the disease is usually incurable. The size of the 
spleen does not seem to bear a definite relationship 
to the severity of the condition. At autopsy the 
spleen is usually found to be small, and in the cases 
treated in the Mayo Clinic the average weight of 
the spleens removed at operation was 400 gm. It 
seems probable, therefore, that in this disease the 
spleen is enlarged during the early and middle stages 
and that the contraction so often found at autopsy 
is a terminal condition. It is not known whether 
pernicious anzmia is a definite and specific entity or 
a terminal phase of several conditions recognized as 
pernicious anemia only when the patient has 
reached a stage which will eventually result in 
death. 

Because of the confusion which so often attends 
the diagnosis of this disease the impression is 
gained that splenectomy may cure it. In fifty-four 
cases of splenectomy for pernicious anemia per- 
formed at the Mayo Clinic, decided, although 
usually temporary, improvement was noted. These 
patients have lived an average of two and one-half 
times as long as a comparable group of non- 
splenectomized patients. Some of the patients 
treated by splenectomy for pernicious anemia are 
alive and able to work more than five years follow- 
ing the operation but the blood is still more or less 
characteristic of the condition. When pernicious 
anemia has developed to the stage in which the 
blood is characteristic it is probably incurable and 
terminal splenectomy is to be regarded as a means 
of palliation rather than of cure. In selected cases 
early splenectomy may have great possibilities. 

Hemolytic icterus. The peculiar splenic activity in 
hemolytic icterus results in an anemia which is the 
cause of death. The etiology of the disease is 
unknown. The characteristic features are an 
enlarged spleen, chronic jaundice with exacerba- 
tions, normal bile-colored stools, and an absence of 
bile in the urine. It is certain that in hemolytic 
icterus the spleen unnecessarily destroys the 
erythrocytes and the splenic enlargement may be 
in the nature of a work hypertrophy. 

There are two types of hemolytic icterus: the 
familial or congenital type, and the acquired. The 



























author’s experience confirms the observations of 
Chauffard and Widal who pointed out that the 
erythrocytes are less resistant in hemolytic icterus 
than normally. 

Thirty-seven splenectomies were performed in the 
Mayo Clinic on patients with hemolytic icterus, 
with one death. 

Polycythemia. Polycythemia is a condition of 
the blood in which the number of erythrocytes is 
decidedly in excess of the normal. This is constant 
and not due to temporary dehydration. The 
erythrocytes may vary from 8,000,000 to 12,000,000 
and the hemoglobin may rise to 130. 

The pathologic condition in this disease is 
obscure, but the characteristic feature is enlarge- 
ment of the spleen. If it is assumed that the spleen 
not only destroys abnormal erythrocytes, but also, 
to a considerable extent, controls their production 
in the bone marrow through some internal secretion, 
it is possible to explain the phenomenon of poly- 
cythemia on the hypothesis that the spleen failed 
to destroy the normal number of erythrocytes and 
has thus produced hyperactivity of the bone marrow. 

A few patients with polycythemia have been 
observed in the Mayo Clinic. The spleen of one 
who was splenectomized weighed goo gm. A section 
from the liver did not show disease. The patient 
regained his health to a remarkable degree and all 
signs of the condition have disappeared, but the 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Faldino, G.: Research upon the Development of 
the Joints (Ricerche sullo sviluppo delle artico- 
lazioni). Chir. d. organi di movimento, 1921, v, 609. 


Faldino’s studies were made on twenty human 
embryos ranging in length from 9 mm. to full-term 
foetuses which were obtained from the Royal Hos- 
pital of Livorno. From this investigation the fol- 
lowing conclusions are drawn: 

1. The joints develop from the mesenchymal 
tissue which constitutes the first differentiation of 
the limbs. The cartilages of the limbs are differen- 
tiated at a very early stage (in an embryo of 12 mm.) 
and are always distinct from undifferentiated 
tissue. 

2. The tissue forming the intermediate disc is 
outlined from the surrounding tissue by a con- 
nective lamina which very early becomes differ- 
entiated from the primary blastema (observed in an 
embryo of 18 mm.). 

3. The external and internal ligaments of certain 
articulations are differentiated successively after 
the articular capsule at the expense of the inter- 
mediate disc (observed in an embryo of 23 mm.). 
The round ligament in the coxofemoral joints seems 
to have its origin, outside of the primary acetabular 


THE 








GENERAL SURGERY—SURGERY OF THE EXTREMITIES 23 


period since operation has been too short to per- 
mit a conclusion with regard to the permanency of 
the cure. 

Leukemia. Splenomyelogenous leukemia was 
one condition believed to be non-surgical and 
incurable. The use of radium over the splenic area, 
however, made a decided change in its treatment. 
Frequently under radium treatment the spleen 
disappears below the costal margin and the leu- 
cocytes decrease from hundreds of thousands to 
less than 10,000. As the spleen again increases in 
size, the leucocytes increase, the erythrocytes 
decrease, and the symptoms return. 

It is possible that we recognize leukaemia as a 
disease only after it has reached the hopeless stage. 
In one case in which splenectomy was done for 
splenomyelogenous leukemia previous roentgen-ray 
treatment failed to have any beneficial effect and 
the patient rapidly became worse. Within ten days 
after the operation, however, the leucocytes had 
dropped to less than 40,000 and the patient was 
greatly improved. She lived in good health for 
more than two years. 

Twenty-nine patients with splenomyelogenous 
leukemia have since been splenectomized, with one 
operative death. Seven are known to be alive and 
in good health more than three years after the 
operation; four, more than four years; and one, 
more than five years. W. C. Cuaney, M.D. 


EXTREMITIES 


cavity, from the tissue surrounding the acetabular 
ridge (observed in embryos measuring 25 to 35 
mm.). 

4. The period of differentiation is not the same 
for all joints; neither is the differentiation simul- 
taneous in the proximal and distalsegments. Joints 
which are normally flexed by the usual posture of 
the foetus are the first to be differentiated. 

5. The differentiation of each joint is always 
preceded by differentiation of the muscle group 
which governs its mechanical action. 

6. The formation of the articular cavity is almost 
contemporaneous with the differentiation of the 
single articulations, and is earlier for those articula- 
tions which are differentiated first. In the forma- 
tion of these cavities certain arrests of development 
are observed. These are manifested by adhesions 
between the joint components which disappear only 
at a very advanced period of embryonic life (in 
embryos 110 to 125 mm. in length). This fact is in 
accordance with the development of the muscular 
system since resolution of adhesions occurs only 
when movement of the articulation can be com- 
pleted by the definite differentiation of all the 
groups and of the tendons which bring motor energy 
to that particular skeletal segment. 

7. The formation of the articular cavity occurs 
by differentiation of the embryonic connective tissue 
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and by mechanical displacement without degenera- 
tive liquefactive phenomena in the cells of the 
intermediate disc. 

8. At the beginning of its formation the articular 
cavity 1s single in some articulations but in others is 
divided into sections by septa. These divisions are 
reduced and in part disappear so that when com- 
plete development has been reached there is only one 
cavity. 

9. By successive differentiation some of the free 
portions of the intermediate disc and of the septa 
which primarily divide the articular cavity give 
rise to the formation of synovial villi. There is very 
early penetration of vessels and in some joints these 
are particularly abundant (in the knee of the embryo 
measuring 41 mm.). 

10. The cellular layer which covers the internal 
layer of the capsule and articular heads is a differ- 
entiation of the connective tissue which, following 
mechanical action, assumes the form and disposition 
mentioned. 

11. The development of the articulations in 
general must be considered as due to philogenetic 
phenomena in the very early stages of differentia- 
tion. In the successive stages it is due to mechanical 
phenomena and the function of the intimately con- 
nected muscular apparatus. W. A. BRENNAN. 


Mandl, F., and Palugyay, J.: The Bone Deformi- 
ties of Football Players (Ucber die Beindefor- 
mitaeten der Fussballspieler). Deutsche Ztschr. f. 
Chir., 1921, clxvii, 376. 

Examination of fifty football players between the 
ages of 17 and 30 years led the authors to the con- 
clusion that football causes bow-legs. In 68 per 
cent there was a varus deformity, which the players 
claimed developed while they were playing. In ad- 
dition, two players, who undoubtedly had recovered 
from rachitis, showed genu varum and four had genu 
valgum. Ten were normal. 

The severity of the deformity bears no relation to 
the early practice of the sport. Both legs may be 
affected or only one. The tacklers were affected 
most frequently. The use of the external border of 
the foot seems to produce varus lesions due to the 
hypertrophy of the lateral muscles. In a group of 
players who used the inner border of the foot the 
bow-leg was counterbalanced by hypertrophy of the 
medial muscles. Tromp (Z). 


Beck, H.: Regeneration in Osseous Panaris (Regen- 
eration bei Knochenpanaritien). Arch. f. klin. Chir., 
1921, cxviii, 748. 

Beck differentiates three varieties of bone se- 
questra: (1) cortical sequestra of the head of the 
phalanx; (2) those causing loss of the entire phalanx 
due to extensive subcutaneous necrosis leading to 
invasion of the articular cartilage by pus and 
destruction of the joint; (3) sequestra in which the 
roentgen picture shows early beginning degenerative 
processes near the joint, the cortex of the phalanx 
has a gnawed appearance, and circular light spots 











are visible within the phalanx. These resorptive 
processes soon separate the greater part of the 
phalanx from a narrow zone which, in the roentgen 
picture, appears only as a border a few millimeters 
wide. In a child’s bone this narrow zone is situated 
at the epiphyseal line, while in an adult’s bone it is 
close to the insertion of the articular cartilage. The 
separation is due to the fact that the blood supply 
which is common for the shaft and head is distinct 
from that of the base. 

The defects arising from cortical sequestra are 
usually small and of little or no consequence as 
regards function. They have very slight tendency to 
regenerate in the old, typical form. If the phalanx 
has been cast off as a whole, there is no regeneration. 
In the last group, on the contrary, a new formation 
proceeds from the remnant of phalanx retained and, 
given favorable conditions of healing, will in a short 
time restore the old anatomical form. The reason 
for this is that not only the periosteum (as in Types 
1 and 2), but also the marrow has been partially 
conserved and the marrow cavity opened. In 
panaris of the bone, therefore, there is regeneration 
of the phalanx only if periosteum and marrow are 
conserved. If none of the marrow remains or if the 
bone-marrow cavity is not open, regeneration is 
incomplete or lacking entirely. When regeneration 
does not take place after primary amputation of the 
phalanx in spite of conserved periosteum and opened 
marrow cavity, the reason apparently lies in the 
absence of inflammatory stimulation. The most 
frequent cause of merely defective regeneration is 
suppuration proceeding from the bone, and on this 
we can exert no decisive influence. GUEMBEL (Z). 


Satta, F.: Septic Gangrenous Osteomyelitis Due 
to Bacillus Coli (Osteomielite putrida gangrenosa 
da bacterium coli). Chir. d. organi di movimento, 
1922, Vi, 103. 

Many different infections have been ascribed to 
the bacillus coli as this organism seems to assume 
diverse biological and pathogenic properties accord- 
ing to the area in which it grows. 

It is a difficult matter to affirm that the bacillus 
coli is included in the group of micro-organisms 
causing the lesions of osteomyelitis and bone sup- 
purations in general. In 320 cases of osteomyelitis 
reviewed by Klemm the bacteria in 280 in which 
positive cultures were obtained were as follows: 
staphylococcus, 203 cases; streptococcus, 48 cases; 
pneumococcus, 16 cases; strepto-pneumo-staphy- 
lococci, 10 cases; bacillus coli, 1 case; and bacillus 
typhosus, I case. 

In a case of acute and apparently primary osteo- 
myelitis described by Satta the pathogenic agent 
isolated in pure culture belonged to the group of 
common bacillus coli. The acute, septic, gangrenous 
osteomyelitis in this case was analogous to that 
caused by anaerobic bacteria. These anaerobic 
suppurations of bone are well known but a septic 
osteomyelitis due to aerobic organisms has never 
been reported previously. The author’s case is 























therefore of unusual interest. The condition devel- 
oped in an old war injury and may have been the 
relighting of an old latent infection. Satta failed to 
find any other focus of infection in the body. 

W. A. BRENNAN. 


Schulze, F.: The Nature of the Disease Picture of 
the ‘‘Albers-Schoenberg Marble Bones’”’ (Das 
Wesen des Krankheitsbildes der ‘“Marmotknochen 
Albers-Schoenberg’’). Arch. f. klin. Chir., 1921, 
CXvul, 411. 

To the six cases of this rare disease previously re- 
ported in the literature the author adds a case of 
his own. The patient was an 11-year-old boy who, 
since an attack of scarlet fever six years ago, had 
experienced gradually increasing stiffness of the 
spine, increasing pains and heaviness in the limbs, 
and progressive emaciation. His general condition 
was extremely poor, his weight 52 lbs. 

The spine showed a right scoliosis in the upper 
thoracic region and was stiff in all its segments. No 
abnormalities of the long bones were noted. Various 
X-ray pictures showed calcification of the patellar 
ligaments, the insertions of the Achilles tendons, 
the hip and knee joints, the posterior longitudinal 
ligament of the spine, the plantar ligaments, and of 
the vessels throughout the extremities. With the 
exception of the metaphyseal region, there was no 
delineation of the cortex or marrow in any of the 
long bones. The X-ray shadows cast by the bones 
were of remarkable density. This change was par- 
ticularly apparent in the short bones, such as the 
vertebrae and the bones of the foot. In these also 
there was no delineation of structure whatever. 
In the metaphyses of the long bones, on the contrary, 
the cortex was represented by a very narrow line. 
Toward the diaphysis the shadow of the bone was 
very dense; toward the epiphysis an irregular 
epiphyseal line separated the light metaphyseal zone 
from the epiphysis which also cast a heavy shadow. 
The pelvic bones revealed similar changes in the 
X-ray picture. It was not possible to obtain pic- 
tures of the skull. The femur, fibula, tibia, and fore- 
arm were rotated on their axes. The head of the 
humerus showed club-shaped thickening. 

The condensation process in the bones, which was 
everywhere recognizable, was the most prominent 
characteristic, as in the other cases reported in the 
literature. In the regions which had remained light, 
the general process of condensation was probably 
incomplete. The degree of condensation is depend- 
ent on the age of the bone in that the involvement 
of newly formed bone is gradual and the entire 
process of the bony change therefore extends over 
years. 

The author’s patient died suddenly. Autopsy con- 
firmed the X-ray findings. When the bones were 
sawed across it was found that they had been con- 
verted into a firm, whitish-gray bony substance 
without a trace of marrow space visible macroscop- 
ically and without a suggestion of demarcation of 
the cortex. The density of the bone was consider- 
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ably increased by the deposition of free masses of 
calcium in the narrow marrow spaces. The centers 
of ossification of the epiphyses were also calcified. 
The entire skeleton, including the skull, was involved 
in the bony changes. In the parts near the epiphy- 
sis the process was still in the early stages (contrary 
to earlier observations). 

The microscopic findings proved that the con- 
dition here found resembled rickets. Otherwise, the 
microscopic picture, aside from the much increased 
calcium content, was that of an extremely indolent 
process of new bone formation with almost complete 
failure of bony decomposition. 

The demonstrated changes allow of no definite 
interpretation in the sense of a distinct systemic dis- 
ease of the skeleton. On the basis of the character- 
istic irregularity of the zone of cartilaginous growth 
and the completed bony changes in the vicinity the 
author assumes a primary rachitic osteomalacic 
disease of the bones. This he believes then came to 
a standstill or was overlaid by a process of a different 
nature. He is led to this assumption by the very ex- 
tensive calcification in the most remote parts of the 
body as well as by the abundance of calcium in the 
bones. 

Besides the calcification in ligaments and vessels 
disclosed by the X-ray, the autopsy showed a high 
calcium content of all the internal structures. All 
the peripheral branches of the aorta and all the 
arteries of the organs, with the exception of the 
thoracic aorta, the two carotid arteries, and the 
vessels of the brain, were transformed into rigid pipes 
of calcium. In addition there were large areas of 
calcification in the posterior wall of the trachea, de- 
posits of calcium in the mucous membrane of the 
stomach, and calcium infarcts in the kidneys. Dur- 
ing life the calcium content of the blood was raised 
to twice the normal, while examination of the urine 
showed that only the normal amount was excreted. 

In conclusion Schulze states that the condensa- 
tion of the bones was due to the increased calcium 
content of the blood and is explained by the cessa- 
tion of bony decomposition in association with slow 
and indolent new bone formation. The original dis- 
ease picture was thus overlaid by the manifestations 
of a severe disturbance of calcium metabolism which 
obscured many characteristic signs of the basic 
disease and permitted others to appear in their 
place. The origin of the disturbance of calcium 
metabolism lies in the indolent new bone formation 
which led to an increase of the calcium content of 
the blood. Srant (Z). 


Meyerding, H. W.: Sarcoma of the Long Bones; A 
Study of Microscopically Proved Cases. Surg., 
Gynec. & Obst., 1922, xxxiv, 321. 

The successful treatment of sarcoma of the long 
bones depends on the early recognition of the growth 
and the prevention of metastasis. Metastasis to 
the lungs is the usual complication. With improve- 
ment in the methods of diagnosis and radical sur- 
gery, an increasing percentage of five-year cures 
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of carcinoma are being reported, but the treatment 
in cases of sarcoma remains most discouraging. 
From September, 1907, to September, 1921, 470 
cases of sarcoma of the extremities were observed 
in the Mayo Clinic. One hundred and nine of the 
168 patients with involvement of the long bones 
were operated on. Microscopic examination showed 
sarcoma of the femur in forty-nine, of the tibia in 
twenty-seven, of the fibula in nine, of the humerus in 
eighteen, of the radius in three, and of the ulna in 
three. Sixty-nine of the patients were males and 
forty were females. The average age was 29 years; 
the oldest patient was a man of 69, the youngest a 
girl of 4. 

In 53.2 per cent of cases the patients gave a 
history of injury. The importance of trauma is 
seen also in the age incidence and the location of 
the tumor on the parts most exposed to injury. 
Seventy-five per cent of the sarcomata occurred 
between the ages of ro and 40 years and 78 per cent 
were in the region of the knee. The author found 
that the type of trauma most often followed by 
sarcoma is a single, severe local injury. 

An accompanying chart shows the relation of 
trauma to the type of cellular growth found in the 
tumors. Seventy-one and forty-two hundredths 
per cent of patients with round-cell sarcoma gave a 
positive history of trauma, and 55.76 per cent of 
those with mixed-cell sarcoma had had a previous 
injury. Another chart, which gives the relationship 
of age and cellular growth, shows the average age 
of patients with mixed-cell and round-cell sarcoma, 
osteosarcoma, and chondrosarcoma to be between 
25 and 27 years. The average age of those with 
fibrosarcoma was 38 years. 

The most constant symptom was mild boring 
pain, noted in fifty-five cases, and especially 
prominent in the cases of the central or myelogenous 
type of tumor. Severe pain was caused more fre- 
quently by the periosteal or perforating central 
sarcomata. Local swelling and tenderness may 
persist from the time of the injury, or the swelling 
may subside to be followed by a slowly or rapidly 
growing tumor. The superficial veins were often 
enlarged. If injury occurred near a joint, synovitis 
might suggest tuberculosis but the joint motion is 
usually unimpaired and the pain is not relieved by 
fixation. Muscular atrophy does not appear early 
and the patient may remain active even when the 
tumor is very large. Marked leucocytosis is rare. 
There may be local heat and some fever, and in the 
late stages, loss of weight, pallor, and secondary 


anemia. A persistent cough suggests metastasis 
to the lungs. The lymph glands usually are not 
involved. 


The tumors are fixed and usually firm, and have 
a gradually sloping edge. Occasionally crepitus may 
be elicited on pressure. The central lesions are not 
palpable early, but the periosteal type involves the 
soft tissues and is soon obvious. 

The roentgen ray is of value in determining the 
location, the size, and to a certain extent, the 








structure of the tumor. The periosteal sarcoma, 
with its radiating fine lines of calcium salts, is the 
most typical. A positive diagnosis should be made 
only by applying a tourniquet and removing a 
specimen for microscopic study. The roentgenogram 
can locate metastasis to the lungs long before there 
are demonstrable physical signs. 

The surgical indications are destruction of the 
growth with the cautery, excision, excision and 
cauterization, or amputation. Such treatment 
should be followed by treatment with radium, the 
roentgen ray, and toxins. Amputation was per- 
formed in sixty-six of the 109 cases, excision and 
cauterization were done in nineteen, and _ local 
operations of various kinds in twenty-four. The 
advantages gained by an extensive operation do not 
overbalance the increase in operative mortality. 
An amputation, however, even in a hopeless case, 
is preferable to the presence of an ulcerating foul 
tumor. 

Eighteen of the patients were alive at the end of 
five years. One patient lived more than four years, 
six more than three years, nine more than two years, 
and seventeen more than one year. Forty-nine 
died within the first year. 

Thirty-two of the fifty-five patients who died had 
amputations; their average duration of life was 
twenty-one and nine-tenths months. Ten deaths 
were those of patients who had local excision. The 
average length of life was thirty-four and eight-tenths 
months. The osteosarcomata were the most malig- 
nant tumors of the series; eight patients with this 
type of growth lived on an average only nine and 
five-tenths months after the onset of symptoms. 

J. I. MircuHett, M.D. 


Miginiac, G., and Cadenat, E.: Late Hereditary 
Syphilitic Osteo-Arthropathy of the Shoulder 
(Contribution a Vétude de J’ostéo-arthropathie 
syphilitique héréditaire, tardive, de l’épaule). Rev. 
d’orthop., 1922, XXix, 105. 

Although syphilitic lesions of other bones and 
joints, especially of the knee and elbow, are fairly 
frequent, osteo-arthro-myopathies of the shoulder 
attributable to syphilis seem to be very rare, pos- 
sibly because they are infrequently diagnosed. 

A case observed by the author was that of a boy 
of 13 years who had a tumor on the upper extremity 
of the humerus which had been diagnosed on the 
basis of the clinical findings as a sarcoma. Roent- 
genograms, however, ruled out osteosarcoma, tuber- 
culosis, and osteomyelitis. Syphilis was indicated 
by the teeth and a positive blood and spinal fluid 
Wassermann reaction. The child’s mother also had 
a positive Wassermann test. A diagnosis of heredi- 
tary syphilitic osteo-arthritis was therefore made. 
Anti-syphilis treatment caused an immediate de- 
crease in the tumor and finally its complete dis- 
appearance, but the shoulder joint remained in 
poor condition. 

The authors have been able to find only eight 
cases of scapulo-humeral syphilis reported in the 

















literature. They give brief histories of these and 
summarize their conclusions as follows: 

1. Suppuration, fungosities, and gaping fistule 
are never observed. There may be a gummy ulcera- 
tion, but no prolonged exudation of pus. 

2. Adenopathies may be present in these cases. 

3. Any bone deformities shown by the X-ray are 
never so advanced or marked as might be supposed 
from the clinical findings. The bone is little altered 
even when the shoulder is greatly swollen. The 
roentgenogram is usually negative and disproves a 
diagnosis of sarcoma. Osteomyelitis is ruled out by 
the absence of its sudden and violent onset with 
fever. The irreducible contractions of tuberculous 
arthritis are not found. 

4. There are no definite painful points over the 
head of the humerus. 

5. There is pathologic forward luxation of the 
shoulder. 

Surgical treatment in such cases is not only useless 
but harmful. W. A. BRENNAN. 


Selkin, S. P.: Diseases of the Costal Cartilages 
Following Relapsing Fever (Ueber die Erkrank- 
ungen der Rippenknorpel nach Rueckfallfieber). 
Verhandl. d. aerztl. Ges. Ssaratoff, 1921. 

The author has collected the material for the 
University Clinics in Ssaratoff and reports a series of 
cases of perichondritis of the costal cartilages follow- 
ing relapsing fever. Both very light cases with only 
pain and swelling, and severe cases, with total necro- 
sis of all the costal cartilages, are found in the series. 
In some instances the sternum had lost all connec- 
tion with the chest wall and had sunk back in its 
entirety into the thoracic cavity. 

In the literature the author has found no reports 
save those of Ponfiek who examined the bone mar- 
row after death from relapsing fever and found 
“white lines,” visible to the naked eye, which 
proved to be foci of softening. Selkin holds the 
opinion that recurrent perichondritis is a secondary, 
apparently septic, disease which has no direct con- 
nection with relapsing fever. The condition pre- 
sents the picture of necrosis of cartilage ending in 
softening. This view does not contradict the theory 
of Kocher and Tawel, that necrosis of cartilage is a 
staphylomycosis, nor is it opposed to that of 
Sehtschegoleff and Rydigier that primary necrosis 
of ribs and cartilage is extremely rare. 

In the fluid obtained by puncture of the costal 
cartilage Selkin found staphylococci and _ bacillus 
tetragenes in small numbers. In earlier years relaps- 
ing fever was not infrequent in Russia, but secondary 
“septic”? processes were never seen. At the present 
time necrosis of the costal cartilages is a most com- 
mon complication. Dirt, the crowding of families 
into small, often unheated rooms, and the impossibil- 
ity of carrying out an efficient delousing process have 
favored the development of the condition. In addi- 
tion, the resistence of the Russian people has been 
decreased by undernutrition. Disease of the costal 
cartilage after relapsing fever is due apparently to 
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poor vascular conditions which favor the penetration 
and spread of infecting organisms entering second- 
arily. Hesse (Z). 


Yvernault: A Case of Juvenile Deforming Arthritis 
of the Hip (Sur un cas d’arthrite déformante 
juvénile de la hanche). Rev. d’orthop., 1922, xxix, 
139. 

The case reported was that of aman of 21 years who, 
at the age of 7, injured his right knee in a fall. The 
knee was immobilized for two months and cured. 
There had never been any disturbance of hip func- 
tion. During military service the knee again caused 
trouble. Examination showed signs of right coxa 
vara with shortening of 2 cm. and an equal amount 
of upward displacement of the great trochanter, 
considerable limitation of abduction of the hip, and 
some laxity of the hip joint. There was no func- 
tional trouble in the knee joint. The X-ray showed 
considerable flattening of the head of the right 
femur, especially in the transverse diameter, and 
that it was much lower than the top of the great 
trochanter. The acetabulum was similarly deformed, 
being molded to the shape of the head of the femur. 
The neck was shortened to such an extent that the 
base of the femoral head was almost on a level with 
the inter-trochanteric line. The same condition, 
though much less marked, was found also in the left 
hip. The bilaterality of the lesions and the fact that 
they developed without causing any particular 
trouble suggest that they were of congenital origin. 

W. A. BRENNAN. 


Platt, H.: Pseudo-Coxalgia: A Clinical and Radio- 
graphic Study. Brit. J. Surg., 1922, ix, 366. 


The author briefly reviews the subject of pseudo- 
coxalgia and its differentiation from other hip joint 
affections made possible chiefly by the work of 
Legg, Hoffa, Calve, and Perthes. His own contri- 
bution to the subject is a study of the clinical history 
and roentgenographic records of thirty-five cases of 
the condition which he observed among 300 cases of 
hip joint disease. On the basis of these cases he 
draws attention to the importance of limp, pain, 
pyrexia, diminished mobility, muscular spasm, the 
position and alterations of the trochanter, shorten- 
ing of the limb, and muscular atrophy. With regard 
to the X-ray picture he emphasizes the changes in 
the femoral head: (1) flattening; (2) flattening with 
fragmentation; (3) flattening with fusion changes 
in the disorganized nucleus; and (4) the presence of 
the expanded, flattened head outside of the acetab- 
ular cavity. Changes are noted also in the contour 
and internal structure of the femoral neck and the 
acetabulum. 

The incidence of the condition is the same in 
both sexes. It develops most frequently in the 
second half of the first decade. 

Among the causative factors Platt considers 
briefly the different agents which have been sug- 
gested, viz., trauma, rickets, congenital abnormal- 
ities of ossification, syphilis, infections, and varia- 
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tions in the activity of the endocrine glands. His 
own view is that the condition is an inflammatory 
lesion of the upper end of the femur in which the 
changes are subchondral and due to definite infec- 
tion of low-grade virulence conveyed by the blood 
stream. 

As regards treatment he advises immobilization 
with protection from weight-bearing for about six 
months. While this will not interrupt the usual 
cycle of the disease it renders the final deformity 
of the femoral head less marked than in the aver- 
age untreated case. Platt is opposed to surgical 
treatment. 

Throughout the article much stress is laid on the 
fact that the cycle of roentgenographic changes con- 
sidered characteristic of pseudo-coxalgia both pre- 
cede and outlast the clinical phenomena. 

Two conditions in which the bony changes are 
similar to those in pseudo-coxalgia are tarsal scaph- 
oiditis and epiphysitis of the tibial tubercle. 

M. R. Fiynn, M.D. 


Sever, J. W.: Two Unusual Cases of Injury to the 
Tibial Tubercle. Boston M.& S. J., 1922, clxxxvi, 
311. 

The two cases reported illustrate the only types of 
injury to the tibial tubercle which may require 
operative treatment. 

Case 1 was that of a tall, heavily muscled boy of 
16 years who pulled the tibial tubercle loose in 
jumping. The fracture extended into the knee joint. 
The tubercle, which projected at an angle of 40 
degrees to the tibia, could be felt under the skin. 

At operation the tubercle was forced into position 
and fixed in place by a mattress suture of heavy 
kangaroo tendon. The patient made an uneventful 
recovery and in three months had regained normal 
function of the knee. 

Case 2 was that of a tall well-developed man of 
22 years who had had intermittent trouble with his 
knee from the age of 7, when it had been injured. 
Treatment was sought for increasing pain, disabil- 
ity, and swelling in the region of the tibial tubercle. 

The tubercle of the tibia on the affected side was 
found to be larger than that on the other leg. Mo- 
tion caused grating, pain, and discomfort over 
the affected tubercle. 

The X-ray showed that part of the tubercle had 
been separated and was apparently adherent to 
the under side of the patellar tendon. Motion of the 
knee caused grating of the fragment on the crest of 
the tibia and constant irritation. Following the 
removal of the fragment at operation the patient 
entirely recovered. 

The author emphasizes the necessity for care in 
diagnosing these cases. Roentgenograms of both 
tibia should be made for comparison as during the 
development of the epiphyseal center the latter is 
surrounded by cartilage giving the appearance of 
avulsion or fracture. 

In the majority of these cases operation is not 
necessary. Joun W. Powers, M.D. 





Feutelais, P.: Anterior Painful Apophysitis of the 
Tibia (Apophysite douloureuse antérieure du tibia). 
Presse méd., Par., 1922, xxx, 270. 

Traumatic lesions or partial fractures of the 
anterior tuberosity of the tibia have been described 
as “Schlatter’s disease” or “‘Osgood-Schlatter dis- 
ease,” but Feutelais states that these lesions have 
been known in France for a long time and were 
described by Bouilly, Velpeau, and others. 

Feutelais reports the case of a youth who, four 
years before, at the age of 9 years, had had an attack 
of a condition diagnosed as tuberculous rheumatism. 
Recently during gymnastics he suffered an injury 
to the right knee. Examination by the X-ray 
showed that the anterior tuberosity of the tibia was 
separated from the diaphysis as if by some abnormal 
contraction of the quadriceps. The clinical symp- 
toms and X-ray signs corresponded very exactiy to 
those of the condition described as Schlatter’s dis- 
ease and the X-ray seemed to show the presence of 
a partial fracture of the anterior tuberosity. X-ray 
examination of the left knee, however, revealed a 
condition exactly similar to that of the right. As 
the patient had never had trouble with his left knee, 
as there had been neither bilateral traumatism nor 
abnormal quadriceps contraction, and as the roent- 
genograms of both knees suggested a partial wrench- 
ing of the anterior tibial tuberosity, it must be con- 
cluded that traumatism plays only a secondary rdéle 
as a causative factor, the condition being evidently 
a variation from the normal in development. The 
case reported is of importance from the standpoint 
of etiology. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Ghillini, C.: Fractures by Tearing Efforts (Fratture 
da sforzo di taglio). Chir. d. organi di movimento, 
1922, Vi, 12. 

Ghillini gives the resistance of various organic 
tissues to rupture, expressing it in kilograms per 
square millimeter. 

The resistance of bone compared with that of 
muscle and tendon tissue is as 7.99 : 0.038 : 6.25. It 
is not possible for a tissue with a high coefficient of 
rupture to be fractured by one with a lower coeffi- 
cient. Therefore when a bone is fractured by the 
traction of a ligament it must be admitted that the 
resistance of the bone was decreased by some 
pathologic condition. 

Fractures of the coracoid process and the glenoid 
cavity, the great tuberosity of the humerus, the 
inferior epiphysis of the radius, the neck of the 
femur, etc., which have been attributed to laceration 
or avulsion have a different mechanism. 

Fractures should be classified according to 


whether the bone was broken by a force acting 
tangentially or perpendicularly to its axis. When 
the force acts tangentially to the axis the effect is 
due to tension or compression. When it acts per- 
pendicularly to the bone axis the effect is due to 
flexion or torsion. 


W. A. BRENNAN. 
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McWilliams, C. A.: The Efficient Treatment of 
Compound Fractures. Med. Rec., 1922, ci, 353. 


The first variety of compound fractures consists 
of those in which a sharp fragment of bone punctures 
the skin. The skin must be thoroughly cleaned 
about the fragment, the bone extremities cut off 
flush with the skin, and the fracture reduced. The 
puncture wound should be trimmed off and closed, 
possibly with a rubber drain. 

The second variety of fractures consists of those 
in which there is a large wound of the soft parts 
and the latter are contused and dirty. In the proper 
treatment the patient is given first an injection 
of tetanus antitoxin. Under anesthesia the skin 
around the wound is shaved and cleansed with 
benzine, alcohol, and a 3% per cent solution of 
iodine, the wound being protected with a pack 
during the procedure. The pack is then removed 
and all foreign particles are picked out of the 
depths. 

After this is done the wound is flooded with ether 
followed by a 3% per cent iodine solution, and the 
contused edges and fascia, frayed-out edges of the 
tendons, and pulpified muscle are trimmed away. 
On exposure of the bone ends only entirely loose 
bone fragments are removed. The ends of the bones 
are cleaned by sawing off a thin slice or by biting 
off small pieces with a rongeur. If the fragments do 
not remain in apposition, one end is dovetailed into 
a depression of the opposite end and the fragments 
are held together by chromic catgut sutures. 
Screws or metal plates should be used only excep- 
tionally and these cases should be treated with 
Dakin solution. The screws or plates should be 
removed as early as possible. 

Divided nerves are anastomosed with silk. 
Wounds of large compound fractures are treated 
by the Carrel-Dakin technique immediately, being 
irrigated every two hours, night and day. The 
Carrel tubes and dressings are replaced daily. The 
fractured ends are held in apposition by proper 
splinting, the Thomas splint bent at the elbow 
being most applicable for fractures of the forearm 
in which any degree of traction may be obtained 
by twisting the Spanish windlass attached to the 
fingers. 

Bacterial counts are made at various intervals 
and secondary closure is effected, unless the hemo- 
lytic streptococcus is present, when the bacterial 
count is not more than one in two or three fields in 
two successive days. 

The author recommends the Willems treatment 
of compound joint fractures, injuries, or infections 
in which active but never passive motion is em- 
ployed. Devitalized and dirty tissue and free 
particles of bone are removed, synovial membrane 
is closed, and the Carrel-Dakin technique em- 
ployed. 

The after-treatment consists in baking, early 
active and passive motion, and general massage. 
Splints are removed as soon as practicable. 

Rupotrps S. Retcu, M.D. 


Blecher: The Treatment of Bone Fistulz and Bone 
Cavities Following Gunshot Fractures (Dic 
Behandlung von Knochenfisteln und Knochen- 
hoehlen nach Schussbruechen). Arch. f. klin. Chir., 
1921, Cxviii, 439. 

Besides sequestra and foreign bodies, the cause of 
fistule is not infrequently of an anatomical nature, 
particularly when the bone contains cavities of con- 
siderable size with small openings. When no seques- 
trum or foreign body is demonstrable, conservative 
treatment is often successful. Instead of pastes 
(bismuth, paraffin), which not infrequently cause 
retention of secretion, the author uses a 10 per cent 
solution of silver nitrate. If this treatment does not 
bring about a cure within a few weeks, operation is 
indicated. 

Short fistula causing only a small bone defect 
and surrounded by hard cicatrices often heal after 
a circular incision has been made in the healthy tis- 
sue around them according to Nussbaum’s method. 
Canals of some length are excised and, if possible, 
the bone is cut down to a trough or the wound is 
tamponed by Bier’s method for two days and then 
sealed over air-tight with zinc paste. In a few cases 
cavities in the bone have been successfully filled 
with broad pedunculated muscle flaps. Flaps of fat 
also may be used, but are not certain to heal in. 
The cavity must be made sterile by lengthy prepara- 
tion with Dakin-vuzin solution or a solution of iodine. 
In a few cases the author successfully used skin flaps 
to fill cavities in the bone. Deus (Z). 


Waring, H. J., and Milligan, E. T. C.: Non-Union 
of Fractures. Bril. J. Surg., 1922, ix, 408. 


The authors call attention to the frequent occur- 
rence of non-union in fractures and describe the 
treatment they have used. They consider the 
different long bones separately and give a short 
clinical history with the discussion of their treat- 
ment in ten cases. They divide cases of non-union 
into two classes: (1) those in which apposition ob- 
tains either primarily or following operative treat- 
ment, and (2) those in which there is lack of apposi- 
tion from longitudinal displacement. 

In the first group certain areas of long bones, i.c., 
the middle two-fourths of the humerus, the lower 
third of the shaft of the tibia, the neck of the femur, 
the upper third of the shaft of the femur, and the 
middle third of the shaft of the femur, show a definite 
tendency to non-union even when apposition is good 
and all care is exercised in the treatment. The 
fracture which most frequently gives rise to non- 
union is the transverse or slightly oblique fracture. 
If infection supervenes in fractures in these areas 
sluggishness becomes more marked. 

In the second group of cases the lack of apposition 
is due to a variety of causes such as previous surgical 
interference, infection in the original injury with 
prevention of apposition by rigid parallel bones, etc. 
The cases reported had had previous. non-opera- 
tive or operative treatment. The treatment con- 
sists of preliminary operation to freshen up the ends 
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of the bone, to remove all fibrous tissue, and to test 
for and safeguard against infection. Three weeks 
later a second-stage operation is performed by one 
of two methods: (1) a stepping method; (2) com- 
minution and jamming the ends of the bones to- 
gether, with care to preserve the periosteum intact so 
that it will then act as a barrier against the spread 
of proliferating bone cells. External splinting is 
used to preserve alinement. M.R. Frynn, M.D. 


Levy, W.: The Picture of Paralysis of the Thumb 
Muscles in Drummers; Loss of Function of the 
Extensor Pollicis Longus from a Typical Frac- 
ture of the Radius (Das Bild der Trommler- 
laehmung; Ausfall der Funktion des Extensor pollicis 
longus durch typischen Radiusbruch). Zentralbl. f. 
Chir., 1922, xlix, 15. 

Two cases are reported in which, as a result of 
typical fractures of the radius, there was loss of 
function of the extensor longus pollicis. This 
condition was the same as that described in the 
German Sanitary Reports as ‘‘drummer’s_§paral- 
ysis,” but in which the rupture of the tendon occurred 
following inflammatory changes. 

In fracture of the radius the rupture of the tendon 
may occur at the time of the fracture or later after 
the beginning of good function; in these cases 
processes similar to those of drummer’s paralysis 
must be assumed. The tendon is subject to injury 
because of its course in a groove of the radius, the 
latter being covered at the anterior end of the radial 
tubercle so that luxation of the tendon is prevented. 
Because of this particularly exposed position the 
tendon may be ruptured by the fracture, the result- 
ing callus formation may hinder mobility, and the 
tendon may gradually rub itself through against the 
roughened edges of the fracture and lose its hold by 
the breaking of the tubercle. WortMann (Z). 


Bange, F.: The Treatment of Typical Fractures of 
the Radius from 1907 to 1921 (Die Behandlung 
der typischen Radiusfrakturen in der Zeit von 1907- 
1921). Arch. f. klin. Chir., 1921, cxviii, 578. 

This article is a comparative study of the cases 
treated in the Berlin Clinic by various methods: 
with plaster of Paris or adjustable splints, without 
splints, and according to the method of Klapp, i.e., 
a short splint of plaster of Paris with the hand in 
extension (1919-1921). Of 2,809 cases of fracture of 
the radius the Klapp method could be used in 650. 
The ratio of men to women was 18:10. Most of the 
fractures were sustained after the fortieth year. 
The greatest number occurred between the ages of 
50 and 60. The X-ray demonstrated volar displace- 
ment in only twelve cases. In one-fourth of all cases 
there was a fracture of the styloid process of the 
ulna. In only four cases was there any disturbance 
of the function of the sensory portion of the radial 
nerve. 

In ninety cases treated by the plaster of Paris 
method there were twelve unsatisfactory results. 
In 202 cases treated with adjustable splints there 
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were thirteen unsatisfactory results. In fifty-eight 
cases treated without splints there were five unsatis- 
factory results. In 163 cases treated after the method 
of Klapp there were seven unsatisfactory results. 
The complaints in general consisted of pain and 
inability to supinate. In fractures of the styloid 
process of the ulna and in cases of displacement of 
the ulna toward the radius pain was unusually 
severe during the process of union or the formation 
of a pseudarthrosis. Good position and good func- 
tion prevented discomfort. The latter phase of 
supination was often interfered with by slight dorso- 
radial malposition and usually when there was 
dorsal displacement. 

Poor results were due to incorrect or too tight 
bandaging or too prolonged immobilization of the 
hand, fingers, or elbow causing permanent changes 
in the joints. When the Klapp method was used, 
early motion of the fingers was instituted. This was 
painless and prevented secondary joint changes. 
Union resulted on an average in forty-two days. In 
the absence of a dislocation, fixation by a cuff ban- 
dage was sufficient. FRANK (Z). 


Magnuson, P. B.: The Mechanics and Treatment 
of Fractures of the Forearm. J. Am. M. Ass., 
1922, lxxviii, 789. 

After analyzing the mechanics of fractures of the 
forearm, the author groups such cases into three 
(1) the non- 
operative, ambulatory, (2) the non-operative, re- 
cumbent, (3) the operative. 

In cases of fracture of both bones of the forearm, 
in which traction is an essential part of the treat- 
ment, it is difficult or impossible to maintain traction 
if the patient is out of bed. When the patient is 
recumbent a satisfactory method consists in sus- 
pending the forearm in a perpendicular position 
with the elbow flexed at a right angle and the weight 
of the upper arm acting as counter-extension. If 
more weight is desired a piece of plumber’s lead 
pipe, hammered flat and bent to fit the arm, may 
be added. 

In applying traction, the following facts should be 
borne in mind: 

1. The extension must hold the radius and ulna 
parallel. 

2. Extension should be exerted distal and 
counter-extension proximal to the line of fracture, 
no overlapping being allowed at the fracture line. 

3. The fingers and thumb should be free. 

4. Pronation and supination should be under the 
control of the surgeon and not of the patient. 

5. Extension should be applied in such a manner 
that the hand can be moved without interfering 
with the direction of the pull. 

In ambulatory cases measures must be taken to 
prevent ulnar angulation of the fragments. 

In the operative treatment lateral incisions are 
made. Only absorbable material should be used 
for internal fixation. The author favors ivory. 

Joun W. Powers, M.D. 














Thomas, H. B.: Congenital Dislocation of the Hip. 
J. Am. M. Ass., 1922, xxviii, 323. 


The author prefaces the report of his cases by 
outlining the history, etiology, and pathology of 
congenital dislocation of the hip. He emphasizes the 
need of a careful choice of cases for operation. He 
agrees with Ridlon that all patients under 2 years of 
age with shortening of less than 1 in. and all those 
over 5 years of age with shortening over 2 in. should 
be excluded from surgical treatment. His method 
of reduction and subsequent fixation is that of Ridlon. 

Of twenty-six hips in children over 6 years of age, 
attempts were made to reduce eighteen. The cases 
followed up and in which the hips were found in 
place numbered five. There were twenty-four 
patients under 6 years of age, six of whom had 
bilateral dislocation. Forty operations were per- 
formed. Fifteen hips were reduced with a fair to 
good anatomical result and good function. The 
results in nine hips were poor or questionable. In 
six other cases the records are incomplete. 

Davin TEtson, M.D. 


Girode,C.: Implantation of Dead Bone in Pseud- 
arthroses and Fractures of the Neck of the Fe- 
mur (L’implantation d’os tué dans les pseudar- 
throses et les fractures du col du fémur). Rev. de 
chir., Par., 1922, xli, 60. 


The author reports from Delbet’s surgical clinic. 
Certain technical difficulties have been experienced 
in the treatment of pseudarthroses of the neck of 
the femur with autogenous grafts of fibula stripped 
of periosteum according to Delbet’s technique. In 
1915 Delbet overcame these difficulties by substitut- 
ing for the autogenous graft an implantation of dead 
bone. This new technique was applied to the osteo- 
synthesis of recent fractures. Fifteen such opera- 
tions have now been performed and thirteen of 
these have been followed for a time sufficiently long 
to warrant conclusions as to the final result. 

Horse-bone pegs were used in the first three cases 
but this material, though very hard, fractures easily. 
The bone screws used since then have been prepared 
from the tibia or ulna of the ox, the bone being re- 
moved immediately after the death of the animal 
and quickly immersed in go per cent alcohol. The 
diaphyseal cylinder of ox bone furnishes a sufficiently 
thick, compact, and easily workable substance for 
bone screws. A peg 12 mm. in diameter withstands 
a tension up to 450 kgm. 

Fifteen fractures of the neck of the femur were 
screwed with dead ox bone. Nine of these were 
pseudarthroses, three were less than two months 
old, and three were fresh fractures. Thirteen cases 
have been followed. The result was very good in 
only one, a transcervical fracture thirty-four days 
old. Sixteen and a half months later the patient had 
a shortening of 1.5 cm. but walked perfectly and the 
movements of the thigh had their normal range. In 
two other cases the results were regarded by the 
patients as satisfactory, but were not very good. In 
ten cases the final result was fair or poor. 
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The peg or screw of dead bone prepared and im- 
planted in the neck of the femur may be eliminated 
like any other non-absorbable aseptic foreign body, 
may cause rarefying osteitis in its vicinity, may be 
resorbed very rapidly, or may fracture early or late. 
It was probably the cause of arthritis which devel- 
oped in certain cases in this series. The result it 
gives in the treatment of pseudarthroses of the neck 
of the femur is clearly inferior to that given by the 
fibular autograft. Delbet has therefore returned to 
the latter. In the treatment of recent fractures of 
the neck of the femur a dead-bone screw has no more 
osteosynthetic value than a metallic screw. 

The article contains short histories of the cases 
reported and several roentgenograms. 

W. A. BRENNAN. 


Tillier, R.: Two Cases of Inferior Epiphyseal De- 
tachment of the Tibia Associated with Fracture 
of the Fibula (Deux cas de décollements épiphys- 
aires inférieurs du tibia accompagnés de fracture 
du péroné). Rev. d’orthop., 1922, xxix, 119. 

The two cases observed by Tillier were those of 
children aged 12 and 13 years. The first case was a 
typical example of indirect detachment by liga- 
mentous contraction; the second, an example of 
direct detachment due to pressure upon or shock to 
the skeleton. 

In the first instance the roentgenogram showed 
detachment of the inferior tibial epiphysis and 
an external diaphyseal cuneiform and submalleolar 
fracture of the fibula. The injury was caused by a 
fall from a wall on the foot, the foot being turned in 
abduction and rotation in valgus. Reduction was 
effected under general anesthesia. A perfect func- 
tional result was obtained. 

In the second case the boy was knocked down by 
a carriage and one of the wheels passed over his 
right leg. Operation, which was performed imme- 
diately, revealed a fracture of the fibula and a 
cuneiform fracture of the posterior and external part 
of the tibial diaphysis. Reduction of the latter 
fracture was prevented by a detached piece of bone 
interposed between the fractured surfaces. The 
detached bone was removed. Reduction could be 
effected only by placing the foot in varus and 
internal rotation. Subsequently the reduction so 
obtained was found to be insufficient and a second 
operation was necessary. Two months later the 
functional result was excellent, but there was a 
possibility of ultimate deformity. 

The author believes that when detachment of the 
tibial epiphysis is associated with fracture of the 
fibula by abduction, the fracture follows rather than 
precedes the tibial rupture. Further, that every 
inferior epiphyseal detachment of the tibia with or 
without fracture of the fibula but associated with 
an external cuneiform fracture of the diaphysis 
should be considered as due to a mechanism of 
abduction and external rotation, direct or indirect, 
in the course of which the pressure of the astragalus 
plays an important part. 
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In the treatment the surgeon should proceed as 
in cases of bi-malleolar fractures with a third poste- 
rior fragment since the tibial posterior fragment con- 
stitutes a posterior fragment partly adherent to the 
block formed by the internal malleolus and tibial 
plateau. W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Littlewood, H.: Amputations at the Shoulder and 
at the Hip. Brit. M.J., 1922, i, 381. 


The operations described by the author for 
amputation at shoulder and hip are: (1) inter- 
scapulo-thoracic amputation, and (2) supra- 
trochanteric amputation of the femur as a sub- 
stitute in some cases for amputation at the hip 
joint. 

The former operation may be required for trauma 
and certain cases of malignancy of the upper end of 
the humerus or scapula. It has been advocated also 
for malignant disease of the breast and extensive 
tuberculosis. 

The flaps, of course, vary according to the exact 
position of the disease; two flaps are formed, a 
cervico-scapular and a pectoro-axillary. 

The patient is placed on the sound side close to the 
edge of the operating table. The incision for the 
cervico-scapular flap is begun at the clavicle near 
the outer margin of the sternomastoid attachment, 
carried along the clavicle over the prominence of 
the shoulder, and along the axillary border of the 
scapula to a point below the angle and backward 
to about 2 in. from the spine. A flap of skin and 
subcutaneous tissue is then rapidly turned back, 
the posterior surface of the scapula being exposed 
with the muscles attaching it to the spine. 

The trapezius, the latissimus dorsi, the levator 
anguli scapula, the rhomboids, and the scapular 
attachment of the serratus magnus and the omohy- 
oid muscles are then divided in the order named. 
Three or four vessels, branches of the suprascapular 
and posterior scapular arteries, may require ligation. 
The soft tissues are then separated from the clavicle 
close to the sternomastoid attachment, and the bone 
surrounded by a Gigli saw and divided, after which 
the subclavius is divided. 

The entire upper extremity now falls away from 
the trunk, being held only by the subclavian vessels 
and the cords of the brachial plexus, which are 
fully stretched, stand out, and therefore are easily 
seen. 

The cords of the brachial plexus are divided 
close to the spine with a pair of scissors. To lessen 
the shock an injection of cocaine into the nerve 
may be given before the division, but the author 
states that in his own three cases, in which co- 
caine was not given, no increase of shock was 
apparent. 

Clips are applied to the subclavian artery and the 
artery is divided between them. The vein is then 
treated in the same way. The advantages of secur- 
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ing the artery first have been pointed out by many 
operators. The vessels may be ligated at this stage 
or after the parts have been removed. The anterior 
or pectoro-axillary flap is then cut and reflected as 
far forward as necessary. 

The last stages in the operation consist of the 
division of the pectoralis major and minor muscles. 
The point of the division depends on the extent of 
the muscles which are to be removed. 

After the division of these muscles the fore- 
quarter is removed. This exposes the thoracic 
boundaries of the axilla and the posterior triangle 
so that it is quite easy to excise any lymphatic 
glands which require removal. 

The flaps are then sutured and a firm dressing is 
applied. For suturing, the author has recently used 
silkworm gut prepared with iodine. 

The supra-trochanteric amputation is done for 
trauma, for malignant disease of the femur (gen- 
erally for that at the lower end), and for tuber- 
culosis. 

The patient is brought to the edge of the operating 
table, resting on his sound side. 

An antero-internal flap is first cut, beginning 
just below the antero-superior spine, coming down 
to a level to secure an adequate covering — that is, 
to one-third of the circumference of the hip joint — 
and then over the front of the thigh and upward on 
the inner and posterior aspect to a point near the 
ischial tuberosity. A postero-external flap is then 
cut. Any of the flaps used for an amputation at the 
hip joint would be suitable for this operation. In 
Littlewood’s opinion the Furneaux-Jordan flap is 
far too long and bulky, but the incision should be 
kept away from the perineum whatever flaps are 
made. 

The inner flap, consisting of skin and subcutane- 
ous tissue, is now turned up about 2 or 3 in. and the 
femoral vessels are exposed, clipped with forceps, 
severed, and ligated. The muscles are next divided 
and separated as high as the neck of the femur; the 
ilio-psoas is divided last. The branches of the 
profunda artery are caught with clips, divided, and 
secured by ligatures. If the surgeon has a good 
assistant the loss of blood will be small. The muscles 
in the outer flap are now divided and separated from 
the bone, those attached to the great trochanter 
being severed last. After the formation of this flap 
the sciatic nerve is divided. The flaps are held to 
one side to expose the neck of the femur. 

As the anterior part of the capsule of the hip joint 
is attached to the anterior intertrochanteric line, 
this must be separated from the neck of the femur 
upward for about % in. by means of a rasp, without 
opening the hip joint. The neck of the femur is 
surrounded by a Gigli saw and the bone sawed 
through close to the trochanter. The limb is then 
removed, the hip joint being left intact. 

The muscles can be brought together with deep 
sutures and the skin secured with silkworm gut. 
If desirable, the stump can be drained. 

F. W. CarrutHers, M.D. 




















Moutier, G.: Operative Procedures for Reconstruc- 
tion of the Thumb (Les procédés opératoires 
de restauration du pouce). J. de chir., 1922, xix, 
225. 

Prehension is the most important function of the 
hand and is dependent upon the thumb. The thumb 
may be congenitally absent and occasionally this 
defect may be bilateral. Spina ventosa, sarcomata, 
enchondromata, and suppurative arthritis may 
necessitate the amputation of the thumb. The most 
common cause of loss of function of the thumb is 
injury. During the great war the majority of cases 
were due to the premature or accidental explosion of 
hand grenades. 

The author considers two methods of reconstruct- 
ing the thumb in cases of total mutilation. These 
are phalangization of the metacarpal, transferring 
the function of the thumb to the first metacarpal 
which is freed from the rest of the hand, and dac- 
tyloplasty which reconstructs an entirely new thumb 
from a homogeneous or heterogeneous graft. In 
cases of partial destruction of the thumb, trans- 
plants of skin, tendon, or bone may be necessary. 

Phalangization of the first metacarpal bone is not 
difficult and gives an organ of prehension which is 
vigorous, well vascularized and innervated, and may 
be used soon after the operation. 

Autoplasty combines the use of two grafts, a 
graft of skin and a graft of bone. These may be 
implanted simultaneously or at successive opera- 
tions. Dactyloplasty consists in the grafting of the 
large or second toe or another finger to replace the 
missing thumb. 

Of these operative procedures the author believes 
phalangization of the metacarpal bone gives the 
most satisfactory results. The indications for each 
method and the results obtained depend upon the 
age and occupation of the patient as well as the 
character of the injury. Loyat E. Davis, M.D. 


Merrill, W. J.: Tendon Substitution to Restore 
the Function of the Extensor Muscles of the 
Fingers and Thumb. J. Am. M. Ass., 1922, 
Ixxviii, 425. 

The author reports a case in which extraordinary 
extension movement was restored to the fingers 
after severe traumatic injury of the muscles of the 
forearm. The patient was wounded on the dorsal 
surface of the forearm at the juncture of the middle 
and distal thirds, September 26, 1918. Débride- 
ment was followed by suppuration and a scar 4 in. 
long by % in. wide which extended up from the 
wrist on the dorsal surface of the forearm. The 
power to extend the fingers and thumb was entirely 
lost; they were therefore flexed in the hand. The 
flexor muscles were normal and there was no 
evidence of inflammation. The only extensor 
muscle tissue left in the forearm was the extensor 
carpi radialis longior, the extensor carpi radialis 
brevior, and the extensor ossis metacarpi pollicis. 

Six months after the wound had healed, operation 
was performed through an incision to in. long on 
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the dorsum of the forearm and hand. The scar and 
underlying cicatricial tissue were resected, exposing 
the interosseous membrane. The stumps of the 
extensor tendons were exposed at the wrist and 
slightly below it. The sheaths and tendons of the 
extensor carpi radialis longior and extensor carpi 
radialis brevior, which were intact, were utilized to 
function as extensors of the fingers. The extensor 
minimi digiti and the fourth division of the com- 
munis were atttached to the third division of the 
communis and the latter was attached to the 
second division of the communis. The stump of 
the second division of the communis was attached 
to two-thirds of the extensor carpi radialis brevior. 
The tendon of the extensor carpi radialis longior was 
detached entirely and joined to the stumps of the 
extensor indicis and the first division of the com- 
munis tendons. The stumps of the extensors longus 
and brevis pollicis tendons were attached to the 
tendon extensor ossis metacarpi pollicis. 

The exposed tendons were covered with thin pads 
of fat from the thigh. The hand was dressed on a 
palmar splint with the wrist, fingers, and thumb in 
dorsal extension and held in splints in the cock-up 
position for about seven weeks. The fingers and 
thumb could then be readily extended. After a few 
months of training the extension of the fingers and 
thumb was as complete as that in the other hand. 

FRANK G. Murpny, M.D. 


Rokizkij, W. M.: The Technique of Arthrodesis of 
the Knee Joint (Zur Technik der Arthrodese des 
Kniegelenks). Jubileiny Sborn. J. J. Grekow, 1921, 
ii, 108. 

The methods used up to the present time for 
arthrodesis of the knee joint have not given satis- 
factory results. Even the riveting methods, which 
Lexor recommended for the ankle joint, have not 
given lasting results. In 1905 Turner, in Ruseia, 
and later Hibbs, in America, proposed fixation of 
the knee joint by bringing the patella forward. By 
this method the joint is fixed anteriorly by a 
small bridge. According to the rules of mechanics, 
however, fixation by a wedge in the flexor sur- 
face is much more effective. The author therefore 
transplants the patella in the following original 
manner: 

The knee joint having been opened by a transverse 
incision, the patella is removed and freed from the 
cartilaginous surface, periosteum, and soft parts. 
After further opening of the knee joint the crucial 
ligaments are removed and the cartilaginous sur- 
face of the tibia and femur is cut away. On the 
articular surface of the tibia a groove the width 
of the patella is chiseled out in a sagittal direction. 
A similar groove is made in the intercondylar fossa 
of the femur. Into the groove in the sagittal direc- 
tion the patella is so inserted that what were before 
the anterior and posterior surfaces are now directed 
sidewise, one laterally, the other medially. To fix 
the patella in the groove the extremity is stretched 
at the knee joint, whereupon the patella slips into 








the groove from behind and acts as a firm wedge 
fixing the joint in its posterior part in full extension. 
The wound is securely closed and an immobilizing 
splint is kept on for six weeks. 

Arthrodesis of the knee joint by this method of 
Rokizkij assures absolute immobility. Furthermore, 
by the manner in which the patella is placed in the 
grooves, an extension of several centimeters in the 
length of the extremity may be obtained, as was 
demonstrated in two of the author’s cases. The 
author has used his method in four cases with 
complete success. ScHAACK (Z). 


Krugloff, A. N.: The Operative Treatment of Gun- 
shot Wounds cf the Knee (Zur operativen Be- 
handlung der Knieschuesse). Aubanski Nautschno- 
Med. Westnik, 1921, i, 94. 

The author reviews the results of the treatment of 
forty-five cases of gunshot wounds of the knee during 
the civil war in Southern Russia. Death occurred in 
six cases and recovery in thirty-nine. Of the latter, 
absolutely normal function was regained in four and 
more or less limited function in eleven. In fifteen 
there was complete ankylosis, and in seven ampu- 
tation was necessary. The result in two cases is 
unknown because of too early evacuation. There 
was no suppuration in twelve cases which were 
cured by conservative measures without any opera- 
tive interference. In three cases the thigh and legs 
respectively were amputated primarily because of 
severe complicating injuries. When suppuration 
was present in the joint, extensive arthrotomies 
were done, and when injuries to the bone were 
found, resection was done immediately. Of the 
cases treated by simple arthrotomy (without serious 
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bone injuries), three were fatal and thirteen were 
cured. One death resulted from pneumonia and 
two from sepsis in spite of subsequent amputation. 

Of the fifteen cases in which resection was done, 
ten reached the hospital within the first two weeks 
after injury. Nine of these were cured and one was 
fatal. Of five cases which reached the hospital 
during the later weeks, three were fatal and two 
were cured by resection. All of the fifteen.cases of 
resection were septic previous to the operation. Of 
the eleven patients who withstood the operation, 
eight had a bony ankylosis and two a fibrous union 
of the bones. In one case the result is unknown. 
In four cases the extremities were immobilized at 
right angles after the resection of small pieces of 
bone which were causing the joint recesses to gape 
widely. In this manner the extremity was put into 
abduction and outward rotation. At the end of two 
to three weeks, when the severe infection had sub- 
sided, the leg was extended. After sufficient resec- 
tion for septic wounds of the knee the bone stumps 
were pulled far apart and the gaping wound was 
tamponed. In time the bones became approximated 
spontaneously and later a slight corrective operation 
was sufficient to obtain bony ankylosis. 

The most important conclusions are: 

In suppurative gunshot wounds of the knee with 
splintering of the epiphyses, resection should be 
done at once. If splintering of the epiphyses does 
not occur, an extensive arthrotomy may suffice. If 
this is ineffective, a disc about 1 to 2 cm. thick 
should be resected from both epiphyses during the 
next few days. In neglected septic cases and in 
those of persons in poor general condition, a primary 
amputation is best. L. Neuwett, M.D. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Bradfield, E. W. C.: Fracture of the Atlas and Axis 
Vertebra. Indian M.Gaz., 1922, lvii, 50. 

Fracture of the atlas and axis in which the injury 
is not fatal is rather uncommon, although several 
cases have been reported in the literature. The 
author’s case was that of a boy 10 years of age who, 
two months prior to his admission to the hospital, 
fell into a well, landing on his side, and was rendered 
unconscious for a short time. This accident was 
followed by severe pain for ten days and permanent 
stiffness of the neck. There was only very slight 
lateral movement of the head, toward the right 
only. 

Flexion and extension were limited. A hard bony 
mass could be felt to the left of the midline just 
under the occiput and continuing downward 114 
in. There was no tenderness. The knee jerks were 
slightly exaggerated. The plantar response was 
extensor in character. No other nerve symptoms 
were noted. The X-ray showed the axis vertebra 
to be dislocated backward. The atlas was fractured. 
F. W. CARRUTHERS, M.D. 





Girolamo, L.: Reflex Scoliosis Due to a Mobile 
Kidney (Scoliosi riflessa da rene mobile). Riforma 
med., 1922, xxxviii, 199. 

Bender, in 1903, was the first to describe a reflex 
deviation of the spinal column associated with a 
mobile kidney. Since then only a few other cases 
have been recorded in the literature. The author 
reports the case of a woman 27 years of age who had 
suffered from a kidney disturbance and generally 
vague but at times violent pain in the spine for 
twelve years. On examination the lumbar portion 
of the spinal column showed a curvature toward the 
left and a certain degree of rotation. The maximum 
concavity did not deviate more than 2.5 cm. There 
was a compensatory curve in the dorsal region. The 
right shoulder was lower than the left. Palpation of 
the abdomen disclosed displacement of the right 
kidney. A right nephropexy was done. After 
twenty-four days in bed the patient was com- 
pletely cured of her symptoms and there was com- 
plete disappearance of the lumbar scoliosis. This 
recovery has persisted. 

















From a study of his own case and others reported 
the author reaches the following conclusions: 

1. Among the infinite variety of complications 
which may arise from mobile kidney is that of a 
lateral curvature of the lumbar vertebral column— 
a reflex lumbar scoliosis—in which anatomo- 
pathologic deformity of the skeleton is usually ab- 
sent and therefore there is no fixation. In such 
cases a cure may be obtained by nephropexy even 
after a long period. 

2. One type of reflex lumbar scoliosis due to 
mobile kidney is the “homologous and homo- 
lateral scoliosis’ with the concavity toward the side 
of the affected kidney. This is due probably to a 
reflex posture of defence against the pain to decrease 
the space in which the ptosed organ is able to move 
and the traction and pressure caused by it, or the 
result of a spastic irritative’ state of the lumbo- 
dorsal muscles of the same side due to a reflex action 
exerted upon them by the traction and pressure of 
the ptosed kidney. 

3. Another type of reflex lumbar scoliosis due to 
mobile kidney is the “heterologous or crossed 
scoliosis’ with its concavity opposed to the side of 
the affected kidney, in which the convexity of the 
lumbar column toward the side of the affection pro- 
vides greater support for the kidney and restricts 
the renal niche. Or there may be paresis of the 
muscles on the affected side due to inactivity or sim- 
ple contraction of the antagonistic muscles of the 
normal side, the column becoming curved without 
spasticity. 

3. In cases of reflex scoliosis due to mobile kidney 
the proper treatment is nephropexy. 

W. A. BRENNAN. 


Feutelais, P.: Hysterical Pseudo-Pott’s Disease; 
Remarks on the Diagnosis of Pott's Disease 
(Pseudo-mal de Pott hystérique; quelques re- 
marques sur le diagnostic du mal de Pott). Rev. 
d’orthop., 1922, Xxix, 37. 

The author’s patient was a young girl much given 
to putdoor sports. After an attack of influenza she 
complained of pain in an area of the back in which a 
fluctuating abscess was found. The abscess disap- 
peared, but the vertebral pains continued. When 
the author examined the patient she showed a slight, 
clearly defined antero-posterior projection of the 
vertebral column in the dorsolumbar region (twelfth 
dorsal, first and second lumbar vertebr). Palpa- 
tion and pressure were painful. The spine was very 
freely movable, however, and its movement was 
painless. Roentgenograms did not show any osseous 
or articular lesion of the column. In spite of these 
findings a diagnosis of Pott’s disease was made on 
the basis of the spinal projection, the character and 
persistence of the pain, and the patient’s pallor. 

On further investigation, the condition was found 
to be due to hysteria. The spinal projection was 
only an exaggeration of a congenital variation. It is 
possible, however, that the influenzal infection may 
have had a temporary localization there. At any 





GENERAL SURGERY— SURGERY OF THE SPINAL COLUMN AND CORD = 35 


rate, transitory inflammation sufficed in this pre- 
disposed patient to set up persistent pain. 

The author lays stress on the fact that contraction 
or stiffness of the spinal column should be considered 
the essential symptom of Pott’s disease. He reports 
a few cases simulating Pott’s disease, in all of which 
the latter could be ruled out by the absence of con- 
traction and stiffness. W. A. BRENNAN. 


Leri, A.: The Fifth Lumbar Vertebra and Its Varia- 
tions (La 5° vertébre lombaire et ses variations). 
Presse méd., Par., 1922, xxx, 158. 

Leri has attempted to determine the frequency of 
sacralization of the fifth lumbar vertebra as dis- 
closed by the X-ray and the relationship between 
it and its clinical manifestations. He has collected 
the sacrolumbar roentgenograms of 100 patients, 
eliminating those in which an error was apt to arise 
from obliquity of the X-rays. In 53 per cent the 
roentgenogram seemed to indicate a bony contact 
between the fifth lumbar vertebra and at least one 
of the two neighboring bones. This, of course, does 
not prove an anatomical contact. Of the fifty-three 
cases the condition was unilateral in six. In the 
entire 100 cases there were only twenty-three in 
which the form of the transverse processes corre- 
sponded to the type which is described in the text- 
books as normal. The X-ray therefore shows that 
sacralization is so frequent that it can scarcely be 
called an anomaly. 

Leri’s study of the symptoms leads him to con- 
clude that a sacralization manifested even markedly 
by the X-ray is rarely a cause of pain, and that the 
roentgenographic demonstration of sacralization is 
not a sufficient reason for attributing to it a deform- 
ity of the lumbar region or lumbar or sciatic pain of 
obscure origin. This does not mean that sacraliza- 
tion is never painful. There have been cases in 
which pain was relieved by the operative removal 
of a hypertrophied transverse process, but the com- 
plete or relative failure of the majority of such 
operations is too frequent to justify general adop- 
tion of the term “painful sacralization.” 

Ossification of the ilio-lumbar and sacro-lumbar 
ligaments, which has been regarded by many 
authors as the most clearly demonstrated cause of 
sacralization, Leri believes causes only a pseudo- 
sacralization of rheumatismal origin. This condi- 
tion is painful, and the pains are more or less 
limited to the lumbo-sacro-iliac region, being due to 
the evolution of chronic rheumatism in this region. 

According to the author’s roentgenograms two 
anatomical conditions modify the dimensions of the 
lumbo-sacral space as much or more than the volume 
of the transverse processes of the fifth lumbar, viz: 

1. Extraordinary variations in the form of the 
fifth lumbar vertebra and its varying degree of 
obliquity. These may cause a diminution in the 


lumbo-sacral space due to a transverse increase of 
the vertebra or to its obliquity in relation to the 
sacrum. In either case the appearance of sacraliza- 
tion results. 
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2. Variation of the position of the fifth lumbar 
vertebra in relation to the iliac bones. When the 
vertebra is embedded deeply in the sacrum, forced 
anatomical and X-ray contact may be established. 
This is more noticeable in males than in females. 

W. A. BRENNAN. 


Work, P.: Multiple Diverse Tumors Affecting the 
Spinal Cord. Colorado Med., 1922, xix, 50. 


Not rarely cases of new growths of multiple distri- 
bution are reported, but a review of the literature 
fails to disclose a reported case of multiple tumors 
not of identical histology. 

The author reports a case of extramedullary 
tumor causing for a long time non-incapacitating 
symptoms which were somewhat relieved by opera- 
tion and in which two lesions were found, one 
epidural, the other subdural and of different path- 
ology, which were not suspected at the time of the 
first operation and not influenced by surgery. This 
case shows that in cord obstruction the localizing 
phenomena are those proper to the nerve fibers 
situated at the highest level of interference with 
conduction. 

The patient was a woman 60 years of age. Her 
family history was negative. When 30 years old 
she had spinal meningitis from which she entirely 
recovered. The first indication of the present trouble 
began twenty years ago following a severe attack of 
pneumonia when she noticed that her left side was 
numb and “felt frozen.”” Ten years ago a “‘snap- 
ping pain”’ developed in the left great toe and several 
operations were performed for suspected local path- 
ology but without relief. Shortly afterward, formi- 
cation was noted in the foot and lower calf. The 
patient’s gait gradually became more unsteady and 
in November, 1920, she was confined to bed with 
contractures of the left leg. Blood and spinal fluid 
Wassermann tests were negative. The spinal fluid 
showed increased globulin, 12 cells, no xantho- 
chromia. A small extramedullary tumor at the 
sixth or seventh thoracic spinal segment was diag- 
nosed. December 31, 1920, a small brownish irregu- 
larly crab-shaped extradural growth at the level 
of the sixth thoracic segment was removed by 
McKinnie. 

The patient did not improve, and symptoms prac- 
tically similar to those previously present on the left 
side developed on the right side. She was therefore 
again operated upon in June, 1921, by McKinnie. 

At the level of the eighth cord segment there was 
seen, even before the dura was opened, a fusiform 
swelling 1 in. long, to the left of the cord. Incision 
of the dura allowed the escape of a small amount of 
fluid and revealed a firm broad band of adhesions 
running leftward from the posterior ligament and 
attached to the dura at the points of emergence of 
the eighth and ninth sensory roots. This band was 
laminated and contained within it a considerable 
quantity of gelatinous yellow substance which was 
lost in the removal of the growth. Removal was 
easily accomplished without undue hemorrhage, and 


the lateral aspect of the cord was found only slightly 

compressed. j 

The pathologic report by Ophuls showed the first 

specimen to be a fibroma and the second a cyst wall 

with calcification which was classed as an osteoma. 
Cart R. STEINKE, M.1) 


Parker, H. L.: The Diagnosis of Tumors of the 
Cauda Equina, Conus, and Epiconus Medul- 
laris: A Report of Nine Cases. Am. J. iM.‘ 
1922, clxiii, 342. 

After reporting the clinical and operative findings 
in eight cases of tumors of the cauda equina and 
conus medullaris the author discusses the diagnostic 
points they presented. 

Slowly growing tumors were characterized by a 
long course and clear-cut signs. The greater the 
malignancy, the more rapid the course and the more 
diffuse the signs. The sacral canal, being wider, 
permitted tumors to grow for a longer time without 
localizing signs. 

Of eight tumors, two were encapsulated (one an 
endothelioma and one a glioma); three were ependy- 
mal-cell gliomata which filled the sacral canal and 
extended higher into the lumbar region than the 
surgeon thought safe to invade; and six showed 
a tendency to erode the dura, bone, and muscle. 

Pain, which was the most constant and distress- 
ing symptom and was aggravated by sudden jars 
and jerks, was diffuse or radiated down the back of 
the thighs. In two cases of intramedullary tumors 
it was localized in one spot. In the cases of caudal 
tumors and even in those of purely intramedullary 
conus tumors it was usually located in the back. It 
was described as a cramp-like burning numbness or 
as a steady, constant, burning ache (this differen- 
tiated it from the pain of tabes dorsalis and multiple 
neuritis). Determination of the point at which the 
pain was felt first and its subsequent extension was 
helpful in outlining the spread of the tumor. The 
prone position was intolerable in some cases. A 
long history of local pain, even without signs of 
tumor, necessitates close observation of the case, 

A test should always be made for local tenderness 
of the spine. One of the author’s patients had 
rigidity of the lumbar spine. In seven cases there 
was weakness of the lower extremities (slight in 
one; complete in two). Muscular weakness, always 
associated with sensory and sphincter disturbances, 
was diffuse, sharply localized, unilateral, bilateral, 
symmetrical, or asymmetrical. Paresis of the lower 
extremities associated with pain but without other 
physical signs does not indicate the presence of a 
tumor or its location. 

Next to pain, sphincter disturbances were th 
earliest symptom in three cases. In five, there was 
difficulty of bladder control associated with per! 
anal or saddle hyperasthesia or anesthesia. Recta! 
control also was usually affected. 

Sexual impotence without loss of rectal or bladde: 
control was present in one case. Erection wa 
maintained and ejactulation abolished in one case 
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Sensory changes varied from a slight loss, of 
which the patient was unaware, to complete 
anwsthesia of the lower extremities. A history of 
sensory changes had less value than other sub 
jective complaints. There may be hyperasthesia, 
numbness, tingling, a sensation of cold, or anes- 
thesia. The degree of sensory loss was fairly pro- 
portionate to motor weakness but not to the size of 
the tumor or the extent of involvement of the 
surrounding structures. 

The Achilles tendon reflex was absent or dimin- 
ished. The patellar reflex was gone in all but one 
case. Occasionally the cutaneous reflexes were dis- 
turbed. 

A “dry” spinal puncture, when done by an 
expert, should arouse the suspicion of tumor. 
(Edema of the lower extremities was present in one 
case. 

In the differential diagnosis consideration must 
be taken of double sciatica, myositis, neuromuscular 
pain, hypertrophic arthritis of the lumbar spine, 
tuberculous or syphilitic meningo-radiculitis, toxic 
neuritis with swollen roots associated with pain, 
incontinence, and saddle anesthesia, sacral tuber- 
culosis, a pelvic tumor pressing upon and destroy- 
ing the roots of the lumbar or sacral segments after 
emerging from the sacral foramina, and destruction 
of the sympathetic ganglia and plexus. Intense 
constant pain rules out a degenerative process such 
as spina bifida occulta, lipoma of the sacrum, or 


SURGERY OF THE 


Adson, A. W.: The Gross Pathology of Brachial 
Plexus Injuries. Surg., Gynec. & Obst., 1922, 
XXIV, 351. 

The author reports the results of a study of 101 
patients with injuries of the brachial plexus treated 
in the Mayo Clinic from January, 1910, to March, 
1921. In forty-five cases the injury was due to 
obstetrical traumatism, and in fifty-six to traumatic 
injuries of various types, such as direct blows 
causing fracture, dislocations, forcible separation 
of the head and shoulder, belt injuries, severe 
torsion of the brachial plexus, and gunshot and stab 
wounds. The paralysis varied from a slight dis- 
turbance of one root to complete paralysis of the 
entire brachial plexus. 

The majority of patients with birth palsy present- 
ed injuries of the fifth and sixth cervical nerves. In 
some instances other nerve trunks were involved. 
Recovery occurs in some nerve trunks, while others 
remain impaired. 

In order to obtain data on the degree of improve- 
ment of patients not operated on, those with birth 
palsy were classified into three groups according to 
age: (1) those less than 2 years, (2) those between 
2 and 5 years, and (3) those more than 5 years. In 
instance only was surgical treatment insti- 
tuted. The etiological factors were practically the 


onc 


Fuch’s so-called myelodysplasia with symptoms of 
enuresis, sensory disturbances, and weakness of the 
lower limbs. 

The article is summarized as follows: 

t. Tumors of the cauda equina, conus, and 
epiconus are not rare. Of thirty-three patients with 
spinal cord tumors operated on since 1916, eight 
had tumors in one of these areas. 

2. The course of the disease up to the time of 
operation was relatively long, the longest being 
eight years and the shortest five months. 

3. The condition is characterized by pain, 
weakness of the lower extremities, peri-anal or 
saddle anesthesia, and loss of control of the bladder 
and rectum. 

4. Pain may precede other signs by many 
months; at first it is intermittent, but later becomes 
constant. Movement usually relieves it and the 
patient finds most comfort in the sitting position. 

5. Sphincter disturbances may be absent when 
the other signs are well marked. 

6. Spinal puncture is a valuable aid (primarily 
to exclude other diseases) and may suggest also the 
condition of the dural canal. 

7. While a diagnosis of tumor somewhere in the 
lowest cord segments is comparatively simple, the. 
exact localization is frequently impossible or ex- 
tremely difficult, and a surprising degree of in- 
volvement may often be present with few signs 
and symptoms. Wa ter C, Burkert, M.D. 


NERVOUS SYSTEM 

same throughout. In the first group the average 
return of function was 37 per cent, in the second 
group 56 per cent, and in the third group 65 per 
cent. 

The fifty-six patients with traumatic injuries of 
the brachial plexus were studied according to the 
following classification: injurv of the shoulder and 
neck without fracture or dislocation, twenty-three: 
injury of the shoulder and neck with fracture of 
the clavicle or humerus, seventeen; injury of the 
shoulder and neck with dislocation of the clavicle or 
humerus, five; belt injuries, thirteen; gunshot 
wounds, seventeen; stab wounds, one. 

Twenty-four patients of this series were operated 
on. In fourteen cases there was no return of function 
and in ten a return of approximately 34 per cent. 
Thirty-two patierts were not operated on. The 
patients in this group showed signs of recovery 
apparently contra-indicating exploration. Four 
failed to obtain return of function and twenty-six 
had a return of approximately 45 per cent. Informa- 
tion regarding the other two is lacking. The data 
show that in some cases there is slow improvement; 
patients with mild types of paralysis are benefited 
by medical treatment, but surgery offers very little. 
Occasionally surgical treatment is indicated, but a 
favorable prognosis is doubtful except in cases of 
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gunshot and stab wounds in which the injury 
simulates that of the ordinary peripheral nerve 
injury. 

The treatment depends on the cause and degree 
of the injury. No one method, medical, neurological, 
or orthopedic, should be used for all brachial plexus 
injuries. 

Since many of the injuries are slight and a fair 
degree of recovery follows massage and exercise, 
surgical treatment should not be instituted too 
hastily. 

It is evident that surgery will offer little in the 
way of cure of brachial plexus injuries as experi- 
mental results show that the lacerations are elongated 
tears which in most instances, provided the ganglion 
has not been evulsed, are situated within 3 cm. of 
the intervertebral canal. 

Gunshot and stab wounds of the brachial plexus 
should be treated in the same manner as wounds of 
peripheral nerves in other parts of the body. 
Associated dislocations or fractures must not be 
neglected. 


Adson, A.: The Treatment of Brachial Plexus 
Injuries. Northwest Med., 1922, xxi, 33. 

Injuries of the brachial plexus vary in severity 
from a slight disturbance to complete paralysis of 
one or more roots, the result of effusion of blood and 
synovial fluid, shoulder dislocation, fractures, gun- 
shot and stab wounds, stretching of nerves, lacera- 
tion, and evulsion of the roots. 

The treatment depends on the cause and degree of 
the injury. No one method, medical or orthopedic, 
is applicable to all brachial plexus injuries. 

Since many of the injuries are slight and a fair 
degree of recovery follows massage and exercise, 
surgical treatment should not be too hastily insti- 
tuted. When needed, it should be used to liberate 
constricted nerves and to bring about an end-to-end 
anastomosis of the severed fibers. 

Gunshot and stab wounds of the brachial plexus 
should be treated in the same manner as peripheral 
nerve wounds in other parts of the body. Asso- 
ciated dislocations or fractures should not be 
neglected. H. A. McKnicut, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Matthes, M.: 
maligne Granuloma). 
1921, Ixviii, 1526. 


Malignant Granuloma (Ueber das 
Muenchen. med. Wcehnschr., 


Granulomata belong, with the lymphosarcomata 
and the true pseudo-leukeamias, to that group of 
diseases which were formerly designated collectively 
by the term “‘pseudo-leukemia” and included all 
conditions showing multiple glandular swellings and 
a tumor of the spleen without any considerable 
increase of the white blood corpuscles. 

The malignant granuloma (Hodgkin’s disease) 
forms a disease picture which frequently leads to 
diagnostic difficulties. Pathologically it is char- 
acterized by a proliferation which originates from the 
connective tissue of the lymph glands and contains 
abundant plasma cells, Sternberg’s giant cells with 
centrally situated nuclei, and frequently a large 
number of eosinophile cells. 

According to the investigations of Much and 
Lichtenstein, a relationship between malignant 
granuloma and tuberculosis is very probable. The 
glandular swellings are movable and non-adherent 
as in aleukeamic lymphadenitis, and the splenic 
tumor is usually insignificant. The blood picture 
shows frequently an eosinophilia and a moderately 
marked leucocytosis. The febrile course may be 
quite characteristic, irregular periods of fever 
alternating with afebrile periods. During the fever 
the patient feels very ill, the glands become more 
swollen, and the leucocytosis is more marked. 

Prurigo and eczematous skin rashes may be 
observed as early symptoms. The urobilinogen and 


diazo reactions are often positive. The proliferation 
of the lymphatic tissue in the mediastinal space may 
cause diagnostic difficulties if no other visible 
glandular swellings are present. In such cases the 
roentgenogram is very valuable. If the disease is 
manifested only by periods of fever and splenic 
enlargement, the differentiation from typhoid fever 
is difficult. A negative tuberculin test is of impor- 
tance. Pains in the bones resemble those of leuk:e- 
mia and pernicious anemia. 

As a rule malignant granuloma is fatal but its 
course can be delayed by roentgenization. 

BRUNNER (Z). 


Sauerbruch, F., and Lebsche, M.: The Treatment 
of Malignant Tumors (Die Behandlung der 
boesartigen Geschwuelste). Deutsche med. Wehnschr., 
1922, xlviii, 83, 122. 

Early diagnosis, early operation, and the pa- 
tient’s reaction to carcinoma are the factors of chief 
importance with regard to permanent results of 
treatment. The modern conception of carcinoma 
approaches that of the old humoral theory according 
to which carcinoma is a general disease with local 
changes. The modern attempts at treatment 
endeavor to stimulate the hematopoietic organs 
and to increase the resistance of the connective 
tissue to the neoplasm. All these methods may aid 
surgical procedures. The late treatment of tumors 
gives poor results. 

The dangers and disadvantages of roentgen- 
therapy are discussed, including the more rapid and 
extensive formation of metastases in cases of 
sarcoma. The results of intensive irradiation, 
especially in gynecological conditions, cannot be 








denied, but in malignant surgical tumors the condi- 
tions are more complicated. The malignancy of a 
tumor cannot always be recognized in a clinico- 
surgical sense from its reaction to roentgenotherapy, 
and it is assumed also that the various parts of the 
tumor show varying degrees of sensitiveness to the 
X-rays, the older resting parts being less sensitive 
than the younger progressive parts. The thickness, 
depth, the tissue in which the carcinoma has its 
origin, and the patient’s age and general condition 
are of decisive importance in the selection of treat- 
ment and the prognosis. 

The results obtained by the treatment of malig- 
nant tumors 1n various parts of the body by opera- 
tion and radiation are compared. There was marked 
variation even in the cases of skin carcinoma which 
are attacked most definitely and effectively by 
radiation. It must not be forgotten that many 
tumors have a marked tendency to retrogress 
spontaneously, especially when they are let alone; 
generally the results in these cases are good and the 
resultant scars are scarcely visible. The results of 
radiation of papillomatous skin cancers are less 
certain. 

Operable carcinomata of the lips should be 
operated upon; also those of the mucosa of the 
cheek, the pharyngeal wall, the palate, the tonsils, 
and the salivary glands, which when inoperable can 
be rendered operable by radiation. Cancers within 
the nose are particularly suitable for combined 
surgical and X-ray treatment. Tongue carcinomata 
should always be operated upon as they grow ex- 
cessively after radiation. Only mammary carcino- 
mata which are inoperable should be treated by 
radiation; all those which are operable should be 
treated surgically without exception. 

The question of radiation after operation is still 
undecided. The radiation of carcinomata of the 
digestive organs results in transient improvement 
and occasionally in retrogression of the tumors but 
not in cure. Early diagnosis and operation increase 
the possibility of cure and therefore only truly 
inoperable cases should be irradiated. The same 
applies to rectal carcinoma; postoperative irradia- 
tion increases the danger of recurrence but de- 
creases the pain and the necrosis. In cases of tumors 
of the kidney, adrenal, pancreas, bladder, and 
prostate, operation gives better results than irradia- 
tion. The results of roentgenotherapy in sarcomata 
of the mediastinum and the base of the skull are 
very promising at first but permanent cures are not 
the rule. Therefore, if the local and general condi- 
tions permit, the earliest possible radical procedure 
is indicated. 

The early radical operation is still the main 
weapon against cancer although the wonderful 
results from actinotherapy cannot be denied. The 
general and individual indications for both methods 
and the best treatment must be determined by careful 
clinical tests; routine surgical treatment of operable 
tumors and X-ray treatment of inoperable tumors is 
to be avoided. Bove (Z). 









GENERAL SURGERY — MISCELLANEOUS 39 


BLOOD 


Sinclair, T.: Surgery of the Blood. Brit. M.J., 1922, 
i, 375- 

The author outlines the principal indications for 
surgical measures and the simplest technique used 
in the treatment of diseases of the blood and blood- 
forming organs. 

To prepare hemophiliacs for operation he 
endorses the use of calcium, hemoplastic serum, 
repeated small transfusions of homologous blood at 
short intervals, or the daily subcutaneous injection 
of 40 c.cm. of any mammalian blood or human blood 
not necessarily homologous. 

In pernicious anemia the surgical demands in 
many cases are limited to transfusions of small 
amounts of blood at ten-day intervals. It seems 
doubtful whether the results claimed by the Mayo 
Clinic for splenectomy entitle us to urge the opera- 
tion with any degree of conviction. 

In hemorrhage the two important indications are 
the restoration of the blood pressure by the copious 
administration or transfusion of fluids and the 
maintenance of the warmth of the body by internal 
and external means. The results of the subcutaneous 
injection of salines have not been impressive, but in 
extreme cases homologous blood should be employed 
intravenously. We have our choice of the hydro- 
static method, the multiple Record syringe method, 
and the use of the paraffin-lined Kimpton-Brown 
tube. 

Embolism is more frequent after operations than 
following infections of veins. The mechanism of 
thrombus and embolus formation is discussed. 
Electrical ionization over the areas of thrombosis 
appears to be efficacious. 

In true polycythemia surgery directed to the 
spleen is contra-indicated. For the present, the 
best treatment appears to be the application of 
radium to the long bones or possibly deep X-ray 
therapy. 

In Banti’s disease there is an indication for early 
splenectomy, performed before cirrhotic changes in 
the liver become too far advanced. 

In splenomedullary leukemia radium or intensive 
deep X-ray treatment is indicated. The same 
methods apply to lymphatic leukemia. 

Hodgkin’s disease, on the other hand, offers in 
its early stages a field for operative surgery. The 
spleen need not be extirpated but the removal of 
clusters of glands which are large, discrete, and not 
adherent, is definitely beneficial. The results from 
the radium treatment of this disease are very en- 
couraging. 

A number of conditions are mentioned briefly. 
The author has not seen the occurrence of tonsillar 
anemia following tonsillectomy. Splenectomy has 
a high curative value in hemolytic jaundice. In 
purpura hemorrhagica it may prove curative. A 
failure in skin grafting may be due to the fact that 
the bloods were not homologous. Phlebotomy is 
useful in congestion of the lungs in immersion cases, 
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and sometimes in pneumonia, apoplexy, high 
temperature, imminent uremia, and polycythemia 
vera. 

The production of an artificial leucocytosis by 
injections of nucleinic acid or sodium cinnamate 
has been advocated. J. D. Exxis, M.D. 


BLOOD AND LYMPH VESSELS 


Ravaut, P.: The Technique of Intravenous Syringe 
Injections (Technique des injections intravein- 
euses a la seringue). Presse méd., Par., 1922, Xxx, 
547- 

The technique described is applicable especially 
to the injection of arsenical salts. The points 
emphasized are as follows: 

1. It is best for the patient to be fasting but this 
is not absolutely necessary. 

2. The injection may be made into any vein. 
Those in the elbows are the most suitable, especially 
those in the right elbow. 

3. Moderately compress the arm above the elbow 
by means of a rubber tube kept in place by a for- 
ceps, and then wait one or two minutes until the 
veins are tense. Their turgescence may be increased 
by rubbing the skin with cotton dipped in warm 
water or xylol. 

4. When the veins are swollen, select that one 
which gives the finger the clearest feeling of a full 
cord. In selecting the vein the finger is preferable 
to the eve and is the only guide when the veins are 
not visible. 

5. Disinfect the area of injection with alcohol or 
iodine. 

6. The solution to be injected should be prepared 
in advance, but at the last moment. 

7. See that the needle of the syringe is tightly 
adjusted and keep the body of the pump between 
the thumb and index finger. 

8. Perforate the skin over the selected vein, keep- 
ing the syringe as nearly parallel to the cutaneous 
surface as possible. 

o. When the blood has entered the body of the 
pump remove the binding on the arm by detaching 
the forceps and then make the injection slowly. 
The greater the dosage, the slower the injection 
should be in order to allow the drug to become 
diluted in the blood. It is well to inject about one- 
tenth of the dose at first and then wait a minute to 
judge of the effect. The blood may be aspirated and 
then re-injected as in this manner the drug is mixed 
with it more thoroughly. The injection should be 
entirely painless. 

10. If any part of the injection penetrates the 
cellular tissue pain and redness will be apparent 
immediately and cedema after a time. Such com- 
plications may be avoided by making a small incision 
immediately after the puncture and curetting. 

In the nursling the external jugular vein, the 
epicranial veins (which are often voluminous in 
infants with congenital syphilis), and the dorsal 
veins of the foot may be used. W. A. BRENNAN. 


Oppel, W. A.: Ligation of the Veins in Cases of So 
Called Spontaneous Gangrene (Die Unterbi: 
dung der Venen bei der sog. spontanen Gangraen: 
Verhandl. d. russ. chir. Pirogoff-Ges., Petrogra 
1921. 


The author, who has studied this subject experi 
mentally and clinically for many years, discusses | 
on the basis of a large amount of clinical materia| 

The experimental basis for ligation of veins 
gangrene lies in the fact that the arterial ligation 
which follows the venous ligation raises the blow! 
pressure in the collateral arteries. Experimental, 
Oppel and a number of his students proved that lig: 
tion of a vein of a higher order, as compared with 
ligation of an artery, causes a much greater increas: 
in the arterial blood pressure than the ligation of a 
vein of like order. In the so-called “spontaneous 
gangrene”’ there is a decided decrease in the arteria| 
flow due to disease of the arteries. On this basis 
ligation of the vein to equalize the flow to and from 
the part appears logical. 

As it is usually the foot that suffers in cases of 
ischemia, Oppel recommends ligation of the pop 
liteal vein. This operation was first performed in 
1910. In to13 Petroff recommended ligation of the 
femoral vein. From the point of view of reduced 
circulation, ligation of the femoral vein, which is a 
vein of higher order, is theoretically the more effic:- 
cious. 

The author has ligated veins in forty-one cases of 
gangrene. In twenty he ligated the popliteal vein; 
in twenty, the femoral vein; and in one, the axillary 
vein. Of the forty-one ligations twenty-one were 
followed by amputation after an interval of from a 
few days to two months. In these cases the allevia- 
tion of pain immediately after the operation was 
only temporary. In sixteen cases the pain entirely 
disappeared and function was resumed. Of eight of 
these sixteen patients who could be traced, two were 
perfectly well six months after a popliteal ligation, 
and one patient, who had a popliteal ligation on one 
side and a femoral ligation on the other, was per 
fectly well a year later. 

A patient who has had a vein ligated on both 
sides has just entered the clinic. In 1o1g bilateral 
popliteal ligation and disarticulation of the right 
great toe were done for gangrene. In 1921 there was 
function of the right leg and no pain. In 1920 dis 
articulation of the left great toe was done. In 192! 
there was an unhealing ulcer at the point of articu- 
lation. Five years after a popliteal ligation ani 
after four years of good health, one patient wa- 
obliged to undergo amputation of the thigh. On 
patient appeared five years after a popliteal ligatio: 
with pain in the other leg. 

The author estimates the value of his own opera 
tion from a practical standpoint with great modest) 
The ligation of the popliteal or the femoral vei! 
creates in the amputation stump a more favorabl 
condition of circulation for the amputation that i- 
imminent. In exceptional cases the gangrene may bi 
arrested by ligation. In the prodromal stage 0! 
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spontaneous gangrene the pain disappears after 
ligation of the vein and the extremity may become 
able to function. Under certain conditions this fa- 
vorable state may continue for years. Ligation of 
veins belongs among the palliative operations. The 
fundamental cause remains uninfluenced. Oppel 
believes, however, that ligation of veins possesses a 
certain value which may be recognized even after 
the discovery of a causal therapy since beyond ques- 
tion it improves the local circulatory conditions in 
the diseased extremity. Messe (Z). 


Gluck, T.: Arteriotomy (Ueber Arteriotomie). 
Muenchen. med. Wchnschr., 1922, \xix, 53. 


Arteriotomy was practiced in antiquity but was 
later forgotten and mentioned only rarely in the 
textbooks of surgery. Gluck and Baginsky recom- 
mended it in 1898 in cases in which venesection was 
of no avail because of weak heart action; both of 
them obtained good results with it. In November, 
1921, Eckstein and Noeggerath again called atten- 
tion to it because they found that opening of the 
radial artery was a life-saving measure in cases of 
pneumonia and pulmonary oedema in which 
venesection was of no value because of paralysis 
of cardiac activity. 

On the basis of his own experience the author 
again calls attention to section of the radial or ulnar 
arteries as a life-saving measure in cases in which 
venesection results in no flow of blood at all or the 
flow of only drops. The artery is exposed and 
incised, and after a sufficient quantity of blood has 
been withdrawn a circular or a lateral ligature is 
applied. Srtmon (Z). 


Guleke: Palliative Mediastinotomy in Aneurism 
of the Arch of the Aorta (Ueber die entlastende 
Mediastinotomie beim Aneurysma des _ Aorten- 
bogens). Zentralbl. f. Chir., 1921, xlviii, 1877. 


In a case of aneurism of the arch of the aorta 
with severe clinical symptoms Guleke performed 
an anterior-superior longitudinal mediastinotomy 
according to Sauerbruch’s method and sutured the 
third costal cartilage between the borders of the 
sternum. The improvement has continued for three 
and one-half months. The operation is indicated 
only in cases of extreme compression symptoms and 
where the sac of the aneurism is so situated that it 
will not be injured by the operation. PErPER (Z). 


Ballance, C.: Ligation of the Innominate Artery 
for Innominate Aneurism. Brit. J. Surg., 1922, 
ix, 438. 

The author lays particular stress upon the follow- 
ng points: 

1. Cases about to be subjected to operation 
should not be previously treated by the method of 
Valsalva. 

2. There is a group of cases of aneurism of the 
innominate artery (aneurism of the bifurcation) 
which are suitable for proximal ligation. Distal 
igation causes the aneurism to become a diver- 


ticulum of the aorta, and thereby increases the 
pressure within it. Accordingly it should not be 
done when proximal ligation is possible. 

3. The presence of the aneurism necessitates 
removal of a part of the sternum in order to gain 
a free and clear exposure of the vessels below the 
aneurism. 

4. The ligation of the innominate artery may be 
safely and surely accomplished if the ligatures are 
tied in a stay-knot without rupturing the coats. 

E. C. RopirsHex, M.D. 


Beccherle, G.: A Case of Suture of the Common 
Carotid for Late Hzmorrhage Following a 
Hand-Grenade Injury of the Vascular Wall 
(Su di un caso di sutura dell’arteria carotide comune 
per emorragia tardiva in sequito a ferita della 
parete del vaso da scheggia di bomba a mano). 
Policlin., Rome, 1922, xxix, sez. chir., 81. 


In the case reported the fragment of the hand- 
grenade causing the injury remained in the vessel 
wall and acted as a tampon until it was displaced 
by movement of the patient or some other mechani- 
cal force. It was only at this later stage, after its 
displacement, that the endovascular pressure caused 
haemorrhage by overcoming the weak resistance of 
the remaining tissues. 

The patient was in a condition of acute anemia 
from loss of blood and his pulse was almost imper- 
ceptible. Temporary pressure hemostasis of the 
vessel was obtained without excessive injury to 
the vascular tunics. When the hemorrhage had 
been considerably diminished, the tract of the ex- 
ternal wound was opened up. The fragment of 
projectile was discovered fixed in the common carotid 
about 114 cm. from its bifurcation. A Kocher for- 
ceps was placed over the bifurcation, the perivas- 
cular coagulum removed, and the arterial perfora- 
tion, a longitudinal tear about 3 mm. long with clean 
and regular edges, was exposed. The necessary 
material not being at hand for complete suture of all 
of the vascular coats, the edges of the wound were 
approximated and the external and middle tunics 
sutured. The result was entirely satisfactory. 

In injuries of the arterial walls of limited extent 
this type of suturing, if well done so as to obtain 
perfect approximation of the endothelial surfaces, 
gives the best results. W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Brenneman, J.: The Clinical Significance of 
Abdominal Pain in Children. Surg., Gyncc. & 
Obst., 1922, XXxiv, 344. 

Certain abdominal pains, such as those of chronic 
gastritis, gastric ulcer, biliary colic, and renal colic, 
which are common in adults, are rare or unknown in 
childhood. Some forms of abdominal pain have the 
same characteristics at all ages. Pain occurring 
predominantly in infancy and early childhood 1s 
nearly always caused by obstruction in a hollow 
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peristaltic viscus. Other pains which manifest 
themselves differently in adults are more difficult to 
diagnose. The author confines himself to the last 
two groups. 

Colic is the most frequent and the easiest pain to 
diagnose. It occurs usually at the age of 3 months 
when other pains are infrequent. It is sudden and 
paroxysmal in onset and comes on at the same time 
each day. It is ameliorated by pressure and enemas. 
Babies with chronic indigestion cry a great deal, 
although the pain is not as severe and the condition 
is accompanied by diarrhoea. Pyloric stenosis is 
usually not associated with much pain, and there 
is other evidence which renders this condition easy 
to diagnose. 

The most frequent cause of intestinal obstruction 
is intussusception. This is rare in earliest infancy 
and after the third year. The pain is not as severe 
as that of other conditions and shock is seldom 
present. A rise of temperature occurs, however, and 
the patient is definitely toxic. Blood and mucus 
intimately mixed are passed without faeces. The 
stool of dysentery contains blood and mucus which 
are not mixed. A careful search should be made 
for a sausage-shaped tumor. After rectal examina- 
tion a thin, reddish-gray jelly-like substance will 
follow the retreating finger. Intestinal obstruction 
due to volvulus or a band of adhesions is a much 
rarer condition in infancy. 

Abdominal pain may be caused by an unusually 
tight anal sphincter. The author cites two cases 
which were entirely relieved by gradual dilatation. 

Three types of abdominal pain occurring in older 
children, rather than in infants or adults, are: 
(1) “green apple colic,’ (2) the referred pain of 
pneumonia, and (3) pain associated with throat 
infections. The diagnosis of the first as a rule 
offers no difficulty since the pain follows the inges- 
tion of such foods as unripe fruits, cucumbers, and 
peanuts. The pain associated with pneumonia is 
often difficult to diagnose as it may be present long 
before there is clinical evidence of pulmonary con- 
solidation. Frequently the X-ray is the only means 
by which the disease in the chest can be discovered. 
The abdominal pain of throat infections is of more 
common occurrence than is generally believed. It is 
paroxysmal in nature, recurrent, usually located at 
the umbilicus,and much greater than the tenderness. 
The latter is not as definite as that in appendicitis. 

Mention is made also of abdominal pain due to 
inflamed mesenteric nodes. The route of infection 
may_be systemic or local from the intestines. When 
systemic, these infections may cause general perito- 
nitis, especially in infants. The picture of general 
peritonitis is not difficult to recognize. 

Tuberculous peritonitis is usually found in older 
children, and may be recognized by its insidious 
onset, the slight rise in the temperature, the pres- 
ence of fluid, a positive von Pirquet test, etc. 
Obstruction due to adhesions may occur later. 
Abdominal pain due to pressure on the posterior 
nerve roots in tuberculous spondylitis is not difficult 


to recognize as spinal rigidity and tenderness ar 
present before the pain develops. 

In appendicitis in children pain is always a symp 
tom, and probably always the first, but may be 
slight. In the author’s experience it is quite rare in 
young infants, and in older children does not 
differ greatly from that of appendicitis in the adult, 
except that it is not as marked. 

WituraM J. Pickett, M.D. 


Kotzareff, A.: Burns and Their Treatment: An 
Experimental, Anatomo-Pathologic, and Clini- 
cal Study (Les brdlures et leur traitement: travail 
expérimental, anatomo-pathologique et cliniqu 
Rev. de chir., Par., 1922, xli, 5. 


In order to test the theory that the fatalities in 
cases of burns are due to intoxication combined with 
nervous shock as suggested by Askanazy of Geneva, 
the author carried out a series of animal experiments 
and a series of clinical trials of serum treatment of 
hospital patients. All the findings clearly demon- 
strate that the only sustainable theory is that a 
toxemia is produced in burns. 

A reaction of the blood or the lymphohemato- 
poietic system manifested by eosinophilia is not 
characteristic of burns alone, but is observed in every 
intoxication due to the destruction of tissues. 

The experiments show also that a burn may be 
fatal even when the nerve reflex or nervous shock 
and the alteration of the blood are overcome. The 
nerve shock may be prevented by the induction of 
general or local anesthesia or by section of thi 
nerves of the burned area. Alterations of the blood 
or the formation of thromboses may be prevented 
by ligation of the vessels of the burnt areas. 

The toxins pass by the blood capillaries or 
lymphatics and are arrested in the lungs where a 
mass of eosinophiles is seen. If death occurs within 
twelve or twenty-four hours after the accident the 
blood drawn during the first twelve hours shows an 
increase of eosinophile polynuclears. After twenty- 
four hours the number decreases. The same thing 
is seen in lung sections of guinea pigs or men dying 
within twenty-four hours of the accident. Th: 
rapid intoxication does not give the organism time 
to react. 

Passive immunization by vaccination or auto- 
immunization by the injection of blood or serum of 
an intoxicated animal increases the chances of 
survival. The organism reacts as always by the 
production of antitoxins. If the quantity of toxins 
is greater than that of antitoxins the patient dies 
intoxicated, but if the opposite is true he survives. 
The life of an animal intoxicated to the degree of 
toxemic shock may be saved if there is time to 
inject sufficient antitoxin to neutralize the toxins. 

Serotherapy is therefore indicated in cases of 
burns if the injection of serum can be made very 
rapidly so as to prevent the action of the toxins 
Repeated injections of the serum of a burned anima! 
causes gradual disappearance of the symptoms of 
toxemic shock. 
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Despite the injection of serum, the general treat- 
ment of burns by the subcutaneous injection of 
physiological serum or the withdrawal of small 
quantities of blood to diminish the toxemia and the 
administration of heart stimulants is indicated. It 
must not be forgotten, moreover, that burns cause 
a disturbance in the equilibrium of the blood. This 
early disturbance, which is characteristic of toxeemic 
shock, favors the rapid development of infective 
complications. Therefore as soon as the serum injec- 
tion is made the possibility of rapid and early infec- 
tion should be guarded against. W. A. BRENNAN. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Walthard, H.: The Influence of Epididymectomy 
on the Prostate (Experimental Research) 
(Ueber den Einfluss der Epididymektomie auf die 
Prostata; Experimentelle Untersuchungen). Zéschr. 
f. urol. Chir., 1921, viii, 87. 

Having observed that following the removal of 
the tuberculous epididymis the tuberculous area in 
the prostate usually became reduced spontaneously 
and that the gland on the side of the operation be- 
came smaller, Walthard sought to determine the 
influence of epididymectomy on the prostate by 
experiments on rabbits. 

The influence of “‘sexual operations” on the pros- 
tate in man has as yet yielded no decisive results. 
It is known that castration on both sides previous to 
the approach of puberty leads to a high degree of 
atrophy of the gland which first affects the glandular 
portions and later the fibromuscular tissue. As 
regards the influence of castration in older people, 
opinions vary widely, especially with regard to uni- 
lateral castration. Neither have we definite knowl- 
edge as to the effect of interruption of the sper- 
matic cord on atrophy of the prostate. Experiments 
on animals showed that in spite of extreme atrophy 
of both testicles the prostate remained uninfluenced. 
For the atrophy of the prostate, especially following 
unilateral operation, the following causes must be 
taken into account: (1) shrinkage due to disturbance 
of innervation (anastomosis between the prostatic 
and deferential plexus); (2) the-absence of the 
internal secretion of the testicles following bilateral 
operation; (3) the cessation of the functional activity 
of the involved half of the prostate due to interrup- 
tion of the flow of semen. Also the degree of fullness 
of the seminal vesicle may have some influence on 
the activity of the prostate. 

The operations were performed on animals under 
morphine anesthesia. The author discusses briefly 
the normal anatomy and histology of the internal 
genitalia of male rabbits. Following unilateral cas- 
tration or epididymectomy the two halves of the 
prostate showed no marked macroscopic difference. 
Following bilateral castration in the young they 
wasted away so decidedly that they were often diffi- 
cult to discover with the naked eye. In animals of 
sexual maturity they maintained their normal size. 


Microscopic examination in the cases of animals 
castrated on both sides showed fusion of the glandu- 
lar epithelium of the prostate into irregular, dis- 
orderly accumulations of cells almost devoid of pro- 
toplasm, nuclei well stained but irregularly arranged, 
and the absence of giant cells. Following unilateral 
castration of animals there was no deviation from 
the normal. The results of unilateral epididymec- 
tomy were the same. The experiments therefore con- 
tributed nothing to explain why, in man, unilateral 
atrophy of the prostate may follow the removal of 
an epididymis or testicle. BERNARD (Z). 


Halsted, W. S.: Blind-End Circular Suture of the 
Intestine, Closed Ends Abutted, and the 
Double Diaphragm Punctured with a Knife 
Introduced per Rectum. Ann. Surg., 1922, Ixxv, 
356. 

The object of this series of experiments was to 
develop an end-to-end suture of the intestine more 
nearly aseptic than had yet been devised. The first 
few experiments on blind-end suture were reported 
last year. Since that time the idea of dividing the 
pursestring ligatures, or at least puncturing the 
diaphragm, with a protected cautery, knife, or 
knives introduced per rectum developed. One knife 
proved to be better than three or four because less 
force was necessary to cut the ligatures or perforate 
the diaphragms, and one of three or four knives 
might enter the mucosa of the intestine. 

The method is essentially as follows: (1) ligation 
and division of vessels and mesentery; (2) a finely 
basted pursestring stitch of silk is run around the 
proximal and distal portions of the healthy gut and 
a half-knot taken in each; (3) strong threads are tied 
around the proximal and distal portions of the gut 
to be removed; (4) division of the bowel with the 
cautery; (5) tightening of the pursestring sutures 
and clipping of any overhangs or tags; (6) suturing 
of the ends of the intestine with a single row of 
mattress sutures; (7) the introduction through the 
rectum by an assistant of the instrument by which 
the pursestring sutures are to be cut (a short 
rubber tube being placed in the sphincter and 
rectum to facilitate its introduction and protect 
the sphincter, and the knife point being pro- 
tected by cork); (8) propulsion of the knife by the 
assistant to the required point by manipulation of 
the flexible metal tail (the knife will glide to the 
ileocecal valve with no more force than is neces- 
sary to pass a stomach tube); (9) the removal of the 
cork by the operator from the tip of the knife by 
manipulation through the intestinal wall; (10) 
operator grasps the metal tubing close to the shank 
of the blade, and aims for the center of the dia- 
phragm, hoping to cut both purse-strings (two or 
three thrusts are made); (11) as a precautionary 
measure a tapered bougie is passed through the 
diaphragm before closure of the wound. 

By this method forty-seven dogs were operated on 
without a fatality or symptoms of abnormal con- 
valescence. The bowel resected in every instance 
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was the colon. No previous series of experiments 
in intestinal suturing at Halsted’s laboratory had 
been run on more than twenty-three dogs without a 
death. This is therefore the longest series he 
knows of, there or elsewhere. 

The amount of soiling is reduced to the minimum, 
and the amount of inturn toa constant. The stitches 
are submucous, as such stitches will ultimately 
become subperitoneal loops long before the dia- 
phragm has unfolded. Perforating stitches usually 
ulcerate their way into the gut; in the track of all 
these stitches there has been an infected sinus from 
the time of placement to the time of release. Halsted 
is convinced that in cases which heal most ideally 
the stitches come to the peritoneal surface, and only 
those which penetrate the mucosa slough to the 
inside of the gut. 

The original paper of Lembert shows that his 
stitches were cast off into the bowel, and he makes 
no mention of ever having seen at autopsy a loop 
of thread shimmering under the peritoneum. He 
states definitely that his stitches were perforating 
stitches. This shows that the Lembert stitch has 
been universally misunderstood. 

It is not known how deep the inturn should be, 
but it may be assumed that the deeper the better, 
provided obstruction is not produced. The apposed 
serous surfaces of the diaphragm tend to remain 
firmly in contact. Every perforating stitch is a 
menace to the circulation. In the dog one row of 
mattress stitches has given perfect results; whether 
the human colon would require more, Halsted is not 
prepared to say. The more perfect the execution of 
any method of end-to-end anastomosis, the less the 
reaction about the line of suture and the greater the 
rapidity of the unfolding of the inturn and the com- 
plete restoration of the lumen of the bowel. Great 
reaction causing matting of the omentum and 
intestines about the line of suture may lead to the 
formation of fibrous tissue in the infiltrated intestinal 
wall so dense and so extensive as to delay for a long 
time and possibly prevent permanently the com- 
plete unfolding of the inturn. 

The opportunity has not as yet been presented to 
perform the blind-end suture on the human subject. 
The knife passes readily to the ileocecal valve in the 
dog, and in one instance after resection of the 
cecum the abutted closed ends of the ileum and 
ascending colon were cut with the knife with normal 
recovery of the dog. With the splenic flexure hooked 
high, it might be difficult to traverse with the knife, 
but for resections of the descending colon, the 
sigmoid flexure, and the rectum when the sphincter is 
to be preserved, and possibly of the gastric end of 
the cesophagus, the method is worthy of a trial. 

O. S. Procror, M.D. 


Cannon, W. B., and Cattell, M.: Studies in Experi- 
mental Traumatic Shock: The Critical Level in 
a Falling Blood Pressure. Arch. Surg., 1922, iv, 300. 


The low blood pressure in both experimental 
and clinical shock is explained by a diminution of 


blood volume, an actual decrease in the amount 
of fluid in circulation. In the early stages of secon- 
dary shock, however, the diminished volume may 
not be associated with a reduced arterial pressure. 
When the amount of circulating fluid is decreased 
the pressure can be maintained only if there is a 
decrease in the capacity of the circulatory system. 
Such a decrease in capacity is effected by increased 
action of the vasoconstrictor center causing greater 
contraction of the peripheral vessels. When the 
blood pressure begins to fall there may be also 
passive contraction of these vessels because they 
are no longer distended by the internal pressure 
which normally prevails. With the further de- 
velopment of shock there is a fall of arterial pressure 
below the limits of normal variation due to a reduc- 
tion of the blood volume below the minimal capacity 
of the system and a final relaxation of vascular tone 
as the vasomotor system becomes less active. 

Because of a primary vasoconstriction, a decrease 
in the blood volume results in a decrease in the blood 
supply to peripheral tissues, and because of a slower 
flow a lessening of the blood pressure results in a 
decrease in the blood supply to peripheral tissues 
and central organs. All parts of the body may then 
begin to suffer from disturbances of the circulation 
initiated by the decrease in the volume of blood 
and continued as the volume becomes less and less. 

In forty-five coincident determinations of blood 
pressure and carbon dioxide capacity, a rough rela- 
tion between the two was found; in general, the 
lower the blood pressure, the lower the alkali 
reserve. 

If uniform artificial respiration is given to an 
animal while it is passing into the state of shock, no 
diminution of the carbon dioxide capacity of the 
plasma occurs until the blood pressure falls. The 
concomitant fall of blood pressure and reserve 
alkali in shock should not be regarded as indicating 
that a cause of shock is to be found in the lessened 
alkali content of the blood. 

On the other hand, whatever the cause of the 
reduction of the alkali reserve—the excessive pro- 
duction of acid or overbreathing due to oxygen 
want—the decrease is an indication of a funda- 
mental difficulty, insufficiency of the oxygen supply. 
Insufficiency of the oxygen supply to the brain is 
apt to exert a profound effect upon the metabolism 
of nerve cells in particular and to lead to a dis- 
turbance of nerve function. It becomes a matter of 
importance, therefore, to know at what point in 
impairment of the circulation the oxygen delivery 
to the organs becomes inadequate. 


EXPERIMENTAL DETERMINATION OF THE CRITICAL 


LEVEL 


In order to produce experimental conditions which 
would be as closely as possible analogous to those 
of shock while preserving the possibility of con- 
trolling these conditions accurately, the authors 
have made use of an arrangement to record the 
volume changes of the heart. Under artificial 
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respiration, the thorax was opened between the 
ribs on one side at the level of the lower end of the 
sternum. A small slit was cut in the pericardium 
and a glass cannula tied in place. The thorax was 
then tightly closed and the animal allowed to breathe 
naturally. A small funnel was connected with the 
cannula by means of rubber tubing and filled with 
physiological sodium chloride solution or 6 per 
cent acacia in physiological sodium chloride solu- 
tion. The pressure of the column of fluid was trans- 
mitted to the outside of the heart in the pericardial 
sac and thus affected directly the filling of the 
organ and its output. By raising or lowering the 
funnel, any desired arterial pressure could be 
produced and maintained. In a few experiments 
the arterial pressure was regulated by compression 
of the heart by means of a clamp applied to the 
chest. This method gave similar results, but was 
inferior in that it interfered with the respiratory 
movements. 

Most of the experiments were performed on cats, 
but in a few cases rabbits and dogs were used. 
Ether was found to be a satisfactory anesthetic as 
preliminary observations showed that under the 
conditions of the experiments it had no effect on 
the alkali reserve. A cannula having been placed 
in the pericardium to control the arterial pressure 
as described, the blood pressure was recorded by a 
mercury manometer connected with one carotid 
artery. A second cannula was placed in the other 
carotid artery or in the femoral artery to obtain 
samples for the bicarbonate determinations. For 
each determination, about 3 c.cm. of blood were 
centrifugalized in a graduated tube and the alkali 
reserve of the plasma was determined by the Van 
Slyke method. A sample of blood was usually taken 
immediately before the blood pressure was reduced 
and at intervals of an hour throughout the course of 
the experiment. As a rule no difficulty was experi- 
enced in keeping a constant arterial pressure at any 
desired level. Sometimes just after the pressure was 
reduced it was necessary to adjust the funnel 
repeatedly to hold the arterial pressure constant, but 
usually an equilibrium was reached in a short time. 
The results of a few experiments, however, were 
discarded on account of irregularities in pressure. 

Throughout the whole series of observations a 
satisfactorily constant relation was found between 
the degree of reduction of the alkali reserve and the 
lowering of the blood pressure. The most marked 
reduction was found at low pressures, whereas 
above 80 mm. of mercury the state of the blood 
remained unchanged. These differences are shown 
by a few illustrative protocols. 

An examination of the data demonstrates a normal 
bicarbonate reserve in the cat from 39 to 25, the 
average being about 32. This is a much lower figure 
than that found in normal human plasma in which 
a reading below 50 is generally considered patho- 
logic. The most rapid fall in the alkali reserve 
occurred during the first hour of reduced pres- 
sure, after which it soon reached a stationary low 


level. In a few cases there was recovery after 
several hours. 

The alkali reduction produced by an inadequate 
circulation was not permanent, but rapidly dis- 
appeared when the blood pressure was allowed to 
return to normal. In a number of other instances 
the blood pressure was raised and the alkali reserve 
was restored by the injection of gum-salt solution. 

It seems probable that when hemorrhage com- 
plicates a low blood pressure the critical level is 
higher than when there is no loss of blood. 

From the experimental results the authors con- 
clude that the critical level, that is, the level at which 
the blood pressure is no longer capable of maintain- 
ing an adequate volume-flow to the tissues and thus 
serving the normal oxidations of the body, is 
approximately 80 mm. of mercury. If there has 
been a loss of blood the circulation becomes in- 
adequate before the pressure falls to 80 mm. of 
mercury, i.e., the critical level is raised. 


EFFECT OF MORPHINE 


Morphine keeps the volume percentage of carbon 
dioxide high even when the blood pressure has been 
kept reduced to 60 mm. of mercury for three hours. 
The explanation of this conserving influence is still 
obscure. Possibly, by reducing the activity of 
tissues, the morphine lessens their demand for oxy- 
gen and thus compensates for the smaller supply of 
oxygen in the sluggish blood flow. 

The most reasonable explanation to account for 
the failure of the pressure to rise after persistence 
at the low level is that the nervous agencies which 
control the circulation have suffered an injury due 
to the inadequacy of the circulation. The reason- 
ableness of this hypothesis is supported by obser- 
vations on relaxation of vascular tone in late shock 
and by tests of the response of the vasomotor center 
to stimulation by asphyxia. 

Experiments have proved definitely that when 
there is an acute lack of oxygen, nerve cells abruptly 
cease to function. The loss of consciousness in 
fainting is a common example of the close depend- 
ence of nervous elements on a continuous oxygen 
supply. The experimental and clinical observations 
on the effects of prolonged low pressure point to the 
fact that these sensitive cells may be gradually 
harmed if, instead of acute anemia, there is pro- 
longed partial anemia. 

The gradually damaging effect of persistent low 
blood pressure is of the utmost importance in both 
the understanding and the treatment of shock. 
When the vasomotor center has lost its capacity to 
maintain vascular tone there is no remedial agent 
which can be applied to bring the blood flow back 
to its normal condition. When a man has been in a 
state of shock for a long time so that the vasomotor 
center fails to hold the blood vessels in a state of 
moderate contraction he reacts in much the same 
manner as the experimental animal does when the 
bulbar centers are destroyed. Transfusion has only 
a transitory beneficial effect. When this stage has 
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been reached, the secondary harm from insufficiency 
of oxygen has been too great to permit resuscita- 
tion. 

The foregoing considerations emphasize the prime 
importance of the early treatment of the low blood 
pressure of shock. Though the tissues may not 
suffer until the pressure has fallen below a critical 
level of approximately 80 mm. of mercury, it is de- 
sirable, when the pressure has fallen below this level 
and shows no evidence of rising, to raise it to the 
normal level of 120 mm. of mercury, 1f possible, 
in order to provide the most favorable conditions 
for the repair of the damage which has been done. 

The article contains thirteen tables and three 
figures. Car R. STEINKE. 


ROENTGENOLOGY AND RADIUM THERAPY 


Morgan, J. D.: Stereofluoroscopy. Am. J. Rocut- 


genol., 1922, n.s. ix, 180. 

Two X-ray tubes, with targets placed several 
inches apart, are alternately excited. These short 
alternating flashes produce different images on the 
fluorescent screen corresponding to the difference in 
position of the tube targets. Because of the per- 
sistence of each image in the eye, the result is a 
confused mixture of the two images. If a shutter is 
placed in front of the eyes and so arranged as to 
permit the eyes to see the screen alternately in 
synchronism with the flashes of the two tubes, each 
eye will see but one image but the observer will be 
conscious of a continuous stereoscopic effect. 

Various attempts have been made to perfect 
apparatus for stereofluoroscopy. The author de- 
scribes the contrivances of Mackenzie Davidson, 
Pirie, Caldwell, Williams, Wilson and McDonald, 
Heck, and Tyndall and Hill. These gave the de- 
sired results, but all of them had some objection- 
able feature which rendered impracticable their 
every-day use by the average operator. 

The apparatus which the author devised with 
McDonald differs essentially from other types in 
that the shutter has a vibrating instead of a rotating 
movement. The vibrating member is placed between 
two specially made electromagnets, and only enough 
force is applied to overcome inertia and air friction. 
Two Coolidge tubes are used, both activated by 
the same transformer. 

Further advantages of this apparatus are: 
(1) its small size and lightness (it weighs only 12 0z.); 
(2) it can be strapped to the forehead like a head- 
mirror, the operator’s hands therefore being left 
free; (3) when not in use it can be pushed up from 
in front of the eyes without removing it from the 
forehead; (4) it can be fitted with an “operating 
fluoroscope,” which renders it possible to operate 
in a fully lighted room; (5) it can be used equally 
well in any position without losing synchronism; 
(6) a number of observers, each with a shutter, can 
‘plug in’”’ to view the shadows stereoscopically as 
they appear on the common fluorescent screen. 

ApoLpeH Hartunc, M.D. 


Pfahler, G. E.: A New Technique for the Vertical 
Examination of the Sphenoids and Ethmoids, 
with Demonstration of a Special Sphenoid Film 
Holder. Am. J. Rocntgenol., 1922, n.s. ix. 183. 


With the object of bringing the films nearer the 
sphenoid and ethmoid cells to be photographed the 
author has devised a method of placing a special 
film in the mouth and pushing it backward firmly 
against the pharynx. This gives a definite level for 
the projection of the outlines of these sinuses and 
eliminates most of the irregular extraneous shadows 
of overlying bones. There is then above this film 
only the base of the skull, and in this small area are 
obtained practically only the outlines of the sphenoid 
sinuses and the ethmoid cells surrounded by a 
border of teeth in the upper jaw. 

The film used is 2 by 3 in. in size, square at one 
end and rounded at the end which is pushed against 
the pharynx. It is placed between double screens 
attached to hinged plates, the top one aluminum, the 
bottom one brass. This holder is enclosed in a 
special black envelope which in turn is covered with 
rubber to render it waterproof. The examination is 
made with the patient in the sitting position, the 
chin resting upon a headrest. The rays are directed 
downward from the vertex and slightly forward to 
pass through the sphenoids toward the film. 

By this technique the outline and size of the 
sphenoid sinuses projected side by side may be 
demonstrated and this gives the operating surgeon 
a definite idea as to the position of the septum 
which in many instances is distinctly to the right 
or the left of the median line. By this process 
one can demonstrate also a horizontal projection, 
or in horizontal section, the ethmoid cells. At times, 
large ethmoid cells in the region of the sphenoids are 
involved by exudate which, by all other means, 
suggests disease of the sphenoids. With the definite 
demonstration of the location of exudate by this 
method, or even the demonstration that these 
various cells are normal, a great advance can be 
made in the study and treatment of the diseases of 
the posterior accessory sinuses. 

By this method surprisingly great variations in 
the outline of the sphenoid sinuses as well as in the 
size and outline of some of the posterior ethmoid 
cells have been demonstrated. It is rare that the 
two sphenoid sinuses are of equal size and it is very 
common to find the septum on one or the other side 
of the median line. This technique combined with 
the postero-anterior and the lateral views permits a 
very exact and definite demonstration of the 
sphenoid sinuses in every plane and in every direc- 
tion, and therefore furnishes the most exact informa- 
tion for the clinician. Avotpy Hartune, M.D. 


Pelycography — Its 
J. Radiol., 1922. 


Van Zwaluwenburg, J. G.: 
Field and Its Limitations. 

ili, 74. 
In this article the term “pelycography”’ is sug- 
gested to designate the X-ray examination of the 
pelvis by the pneumoperitoneum method. The 
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arguments for and against the procedure and its 
possible ill results are discussed at length. The im- 
pression is given that if it is skillfully used these 
dangers are not serious. 

In 350 cases examined the intra-uterine route was 
preferred. When the attempt to inflate by this 
route failed or there were contra-indications, there 
was no hesitation in attacking the abdominal wall. 

Inroentgenography the tube-below-the-table tech- 
nique was wholly abandoned for the tube above the 
table. The visualization of the uterus depends 
largely on the inclination to the horizontal, and 
this varies greatly with individuals. The urinary 
bladder must be empty. 

In complicated cases of advanced pregnancy the 
method has little value, but the demonstration of a 
dermoid cyst and of a pelvic abscess in the presence 
of a normal pregnancy was accomplished with no 
harm to the patient. The demonstration of normal 
pregnancy is least difficult between the sixth and 
sixteenth weeks, the enlargement before then being 
too small and later too great for demonstration. 

In ectopic pregnancy the secondary changes which 
ensue so rapidly lead to confusion in interpretation, 
but twice the author has been able to identify a 
supposed ectopic pregnancy as a normal pregnancy 
complicated by an extra-uterine condition. The 
demonstration of tuberculous salpingitis has been 
made twice when unsupported by clinical findings. 
The method has been especially satisfactory in its 
negative results in the cases of neurotic young women 
suffering from dysmenorrhcea without palpatory 
findings. The “pelycogram” is singularly sensitive 
to relatively slight changes in the morphology and 
relationship of the pelvic organs. Minor changes in 
the size of the ovaries, adhesions, fixations, and 
traction distortions are all shown in striking con- 
trast to the normal. 

The author believes that it is fairly safe to con- 
clude that the pelvis which appears normal to the 
experienced roentgenologist is in fact without sig- 
nificant pathology. Davw R. Bowen, M.D. 


Mallet, L., and Coliez, R.: Radiologic Diagnosis of 
Tumors of the Left Hypochondrium (Diagnos- 
tic radiologique des tumeurs de l’hypocondre gauche). 
J. de radiol. et d’électrol., 1922, vi, 57. 


The authors state that artificial pneumoperito- 
neum seems to be of particular value in the diagnosis 
of affections of the left half of the abdomen. 

The presence of gas in the peritoneal cavity causes 
a general descent of the viscera which varies ac- 
cording to the position of the patient. By changing 
the patient’s position the best position for the 
exploration of a particular organ can be found. 

Three positions of the patient are especially 
important in making a complete examination of 
the left hypochondrium under pneumoperitoneum: 

1. Ventral decubitus with the ampulla beneath 
the table and the screen against the patient’s back. 

2. Right lateral decubitus with a horizontal 
normal and ventro-dorsal or dorso-ventral ray. 


This position is especially good when the patient 
bends laterally in front or behind at about 45 de- 
grees to the table. 

3. Dorsal decubitus with a normal horizontal 
and latero-lateral ray. 

The authors give the normal findings in these 
various positions and report nine cases of various 
conditions which show to what extent the path- 
ologic X-ray findings in the positions referred to 
deviate from them. The cases include tuberculous 
peritonitis localized in the left hypochondrium, 
tumor of the left side of the transverse colon, 
polycystic kidney, and gastric tumor. 

W. A. BRENNAN. 


Hazen, H. A.: The Ultraviolet Ray in the Treat- 
ment of Roentgen-Ray Telangiectasis. Am. J. 
Roentgenol., 1922, n. &. ix, 101. 


The well-known effect of the ultraviolet lamp in 
producing an obliterating endarteritis led the 
author to the employment of the Kromayer lamp 
to clear up telangiectases produced by radio- 
therapy. Up to the present time eight lesions have 
been treated. Three were comparatively small 
telangiectases due to radium placques, two were 
jarge areas covering the entire thyroid and thymus 
areas, and the remainder were mild scattered 
lesions due to one erythema dose given for acne. 

With an active lamp, using a quartz compression 
lens, it was found necessary to treat each area from 
fifteen to twenty minutes. In no instance were 
more than two treatments necessary to obliterate 
the dilated vessels completely. The atrophy of 
the skin was unchanged and usually a small, slightly 
whitened scar remained. ApotpH Harrune, M.D. 


Murphy, J. B., Liu, J. H., and Sturm, E.: Studies 
on X-Ray Effects: The Action of Serum from 
X-Rayed Animals on Lymphoid Cells in Vitro. 
J. Exper. M., 1922, XXxv, 373. 


In the course of an investigation on the biological 
effects of roentgen rays it was noted that while 
large doses of this agent destroyed lymphoid 
tissue, very small exposures, after causing a slight 
amount of destruction, caused a stimulation of 
this tissue. The mechanism of the stimulation 
phenomenon is of considerable interest because of 
the relation of the lymphoid tissue to cancer re- 
sistance. The most satisfactory stimulation has 
been obtained with roentgen rays of comparatively 
long wave-lengths and of low penetrating power. 
It seemed extremely doubtful, therefore, whether 
these rays penetrated to the deeper lymphoid organs 
in sufficient strength to bring about any change; 
yet these organs showed as much evidence of 
stimulation or destruction as those which were 
superficial enough to be acted upon by the rays 
directly. This observation led to a consideration 
of the possibility that the spleen and lymph-gland 
changes were secondary to some alteration in the 
circulating blood or other tissues brought about by 
the action of the roentgen rays. With the evidence 
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at hand indicating the indirect action of the roentgen 
rays on the lymphoid tissue, it seemed of interest 
to reopen the question and to determine whether or 
not the serum of roentgen-rayed animals has any 
effect on lymphoid cells in vitro. 

With this end in view a series of experiments were 
performed on young rats. The technique followed 
and the results obtained are described in detail. 
The findings are summarized as follows: 

Lymphoid cells prepared from the thymus and 
lymph glands of rats, when suspended in the serum 
of roentgen-rayed rats and incubated for two hours, 
increase in number from 15 to 30 per cent, and 
mitotic figures are found among these cells in fairly 
large numbers. This occurs when the dosage is 
governed by the following factors: spark-gap, 21%4 
in.; milliamperes, 10; distance, 12 in.; time, fourteen 
minutes. When the time of exposure is increased 
to an hour, the other factors remaining the same, 
it is found that there is no evidence of a stimulat- 
ing effect and no more rapid disintegration of the 
cells than in the normal serum. A like suspension 
of cells in normal serum undergoes rapid disintegra- 
tion and in only one instance among a large number 
of films examined was a mitotic figure found. 

The stimulative effect of the serum from roentgen- 
rayed rats persists from one to two hours after the 
exposure but is not detectable in the serum taken 
seventeen hours or later after the treatment. Serum 
roentgen-rayed in vitro is devoid of stimulative 
action. 

The lymphoid cells of rabbits and guinea pigs are 
so fragile as to make it impossible to obtain counts 
sufficiently accurate for experimental purposes. 
The serum of one species caused such rapid dis- 
integration of the cells of another that it was 
impossible to determine the specificity of the 
reaction. Apotp# Hartunc, M.D. 


Boggs, R. H.: The Treatment of Glandular Metas- 
tases of Carcinoma. Am. J. Roentgenol., 1922, 
n. Ss. ix, 117. 

The three most important factors to be considered 
in the treatment of metastatic glands are: (1) the 
situation, extent, and depth of the disease; (2) the 
amount of cross-firing necessary to make up for the 
loss of energy due to divergence and absorption of 
the rays in the tissues; and (3) the ratio between the 
erythema and lethal dose in malignancy. 

It is known what glands are usually first involved 
by metastasis in carcinoma of the various organs 
of the body, and a chart can be made showing the 
exact location of the lymphatic vessels and glands. 
The extent of involvement usually depends on the 
stage of the disease, but there is no method by which 
it is possible to determine whether metastases have 
formed in a lymphatic chain or not. The size of the 
lesion and its duration are not dependable factors 
upon which to base the prognosis or determine the 
extent of metastasis. When the glands of one lym- 
phatic chain are palpably enlarged, the next chain 
is’ nearly always microscopically involved. The 


regularity with which the lymphatic nodes are 
involved at some stage of carcinoma makes it im- 
perative to radiate all the lymphatic system adjacent 
to a primary growth. In some cases the first chain 
of glands is not involved, but glands further dis- 
tant may contain cancer cells. The aim of treai- 
ment in every case of carcinoma is to check ce!l 
proliferation and destroy all infected cells by radium 
and the roentgen ray, not only in the primary 
growth, but also in the lymphatic system, as soon as 
possible. 

The intimate relation between carcinoma and the 
lymphatics has been carefully studied, and it is 
essential that radiologists should know the modes 
of extension and paths of dissemination. By con- 
tinuous extension of cancer cells of the primary infil- 
trating tumor through the lymphatics, metastasis 
appears at points widely distant from the original 
growth. The frequency of lymphatic metastasis 
varies with different types of tumors and with differ- 
ent locations of the same kind of tumors. The 
author describes the paths of extension in certain 
localities in detail. 

There is no universal method of raying metastatic 
glands. Some therapeutists radiate large areas with 
very little cross-firing, some cross-fire from every 
possible angle, using small ports of entry, some em- 
bed radium, others use large quantities of radium 
placed on a pack covering a large skin area, while 
still others use a combination or a modification of 
these methods. There is wide variation in filtration, 
spark gap, tube distance, and time of exposure in 
roentgenotherapy just as there is a wide variation 
in the methods of applying radium. All have the 
same object, viz., to give a lethal dose to all the 
glands which are involved by metastases. 

Up to last year the method of treating deep meta- 
static glands by the roentgen ray consisted in using 
many ports of entry and cross-firing as much as 
possible. The equation ordinarily employed was a 
g-in. spark gap, 5 ma., 8-in. tube distance, filtration 
through from 4 to 10 mm. of aluminum, and ex- 
posure of from seven to thirty minutes depending 
upon the rest of the equation. After the lethal dose 
was determined the number of ports of entry was 
figured out. About a year ago it was learned that the 
Germans were employing very large ports of entry, 
higher voltage, more filtration, and a greater tube 
distance. They claim that by the use of larger 
ports of entry, more scattered or secondary radiation 
is obtained. 

The embedding of radium has many points of ad- 
vantage in the treatment of carcinomatous growths 
as well as of glands involved by metastasis and is 
particularly valuable following surface applications 
in malignancy of the mouth and throat. It should 
always be preceded and followed by surface raying. 
It is valuable as an ante-operative procedure. 

There are many methods by which primary 
carcinoma can be successfully treated, but there is 
no positive method by which extensive metastases 
can be eradicated or cured. Radiation is the only 
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procedure which offers anything when more than 
one chain of lymphatics are involved even micro- 
scopically. In the treatment of metastases in glands 
the most efficient method is the one by which the 
largest amount of radiation will reach all cancerous 
cells with the least injury to the skin and overlying 
structures. Apotp Hartune, M.D. 


Van Allen, H. W.: Hyperthyroidism, Basal Metabol- 
ism, and Radiography. J. Radiol., 1922, iii, 83. 
Van Allen believes that the lesser symptoms of 
hyperthyroidism are often underestimated, that in 
such cases the basal metabolism test is of the 
greatest value, and that, properly interpreted, the 
test is reliable negatively as well as positively. 
Laboratory tests are practical, provided there is 
suitable provision for the required rest. In certain 
cases, if circumstances are favorable, it may be 
best to examine the patient at hishome. In many 
instances the longer stay in a hospital is disturbing 
and counteracts any advantage the hospital may 
have as compared with the independent laboratory. 
Careful observation of the pulse obviates the need 
for repeated metabolism tests during treatment. In 
the majority of cases Van Allen makes no test until 
a month after the last treatment. The fractional 
X-ray dose is used: 3% ma., fifteen minutes, a 
414-mm. aluminum filter, an 814-in. spark gap 
and 16-in. distance. Six treatments (both sides of 
the neck at each treatment) are given twice a week. 
This technique causes less disturbance, gives more 
permanent results, and is less apt to produce a skin 
reaction than the usual technique. During a period 
of fifteen years a few cases have been treated again. 
None of the patients has myxoedema, and there 
have been no deaths. Davip R. Bowen, M.D. 


Jones, H. M.: The Control of X-Ray Therapy in 
Hyperthyroidism by the Basal Metabolism 
Test. J. Radiol., 1922, iii, 85. 

Following a general consideration of basal metab- 
olism in theory and practice as a diagnostic pro- 
cedure, a table is given of the conditions causing an 
increase or a decrease in metabolism, and cases are 
cited in which hyperthyroidism was demonstrated 
when hypothyroidism had been suspected. Stress 
is laid upon the necessity in any case of considering 
all of the possible causes, or combination of causes, 
of a disturbance of metabolism. 

The test is of most value in the borderline cases 
of hyperthyroidism, and while one seldom requires 
it to recognize the more advanced cases, it is most 
often in such cases that it is necessary to determine 
how the disease responds to treatment by the X-ray, 
rest in bed, ligation, and thyroidectomy, and to 
indicate which form of treatment is the best to em- 
ploy at the outset. 

That the secretion of the thyroid gland may be 
diminished by X-ray treatment is no longer ques- 
tioned. Normal individuals who have been regarded 
erroneously as affected with hyperthyroidism have 
been rendered victims of hypothyroidism by single 


moderate doses, and even persons with extremely 
toxic hyperthyroidism have developed hypothy- 
roidism following repeated massive doses. The 
question of successful treatment, therefore, is one 
of correct dosage. 

The author’s conclusions are summarized as fol- 
lows: 

The value of a given method of treatment is pro- 
portional to its effect in suppressing hypersecretion. 
The value of a given method of treatment in sup- 
pressing hypersecretion may be shown by following 
its effect on the metabolic rate. The favorable 
reports of hundreds of investigators show that the 
roentgen ray has a curative effect in hyperthyroid- 
ism. Its value depends, just as does that of the 
surgical treatment of the same condition, upon the 
technique used and the previous experience and 
judgment of the operator. The most important 
uses are: (1) the treatment of cases showing minor 
degrees of toxicity, and (2) the reduction of the 
extreme toxicity in the more severe cases preliminary 
to surgical removal of the gland. 

Improper dosage is to be avoided. Proper dosage 
cannot be learned by the operator without the aid 
of some accurate measure of the results obtained in 
each case. The most accurate measure of results 
yet discovered is the metabolic rate. 

Davip R. Bowen, M.D. 


Kahn, M.: X-Ray Studies of Mediastinal Shadows 
with Special Reference to Dermoid Cyst. 
J. Radiol., 1922, iii, 93. 


Following a general consideration of mediastinal 
shadows, Kahn reports one case of dermoid cyst in 
the right chest of a female, aged 14 years, which 
appeared at first as a slight tumor near the sternum 
and increased in size rather rapidly in a period of four 
weeks, during which time radium was used with 
apparently slight benefit. Roentgenoscopic exam- 
ination showed a large, rounded tumor shadow 
occupying the lower two-thirds of the right chest. 
The growth was freely movable and did not pulsate. 
The surrounding lung was uninvolved. The diag- 
nosis of dermoid cyst was confirmed by operation. 

The patient died from postoperative pneumonia. 

Davip R. Bowen, M.D. 


Richards, G. E.: The Possibilities of Roentgen-Ray 
Treatment in Cancer of the Pancreas. Am. J. 
Roentgenol., 1922, n.s. ix, 150. 

In a review of the entire literature the author has 
not succeeded in finding a single reference to roent- 
gen or radium therapy in carcinoma of the pancreas, 
and yet if any considerable number of cases respond 
as have his up to the present, it is quite a possibility 
that this disease will be found to be more easily 
influenced than some other forms of carcinoma, 
particularly carcinoma of the gastro-intestinal 
tract. Cancer of the pancreas is comparatively 
rare but there is a discrepancy between the per- 
centage of cases as reported by autopsy findings and 
in the living which suggests the need of greater 
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thoroughness in examination to récognize the condi- 
tion early. 

Detailed histories of three cases are given. All 
have been proven, by every possible means, to be 
cancer of the pancreas. In both of the patients who 
are still living the condition was advanced so that 
the expectation of life was very short—in Case 1, 
probably only a few weeks, in Case 2, a few months 
at the most. In both the immediate result of treat- 
ment was more prompt and complete than has been 
experienced in any other form of carcinoma. Case 3 
was obviously too far advanced to offer any reason- 
able prospect of cure, and probably should not have 
been subjected to treatment. Other cases have 
since been treated with gratifying preliminary 
results, but have not been under observation for 
more than six months. 

In every instance the results up to the present 
time are sufficiently encouraging to justify the fol- 
lowing conclusions: 

1. It is possible favorably to influence the 
growth of pancreatic cancer, and this is sufficient 
to justify the intensive irradiation of every case as 
early as the diagnosis can be established. 

2. It appears probable that adenocarcinoma of 
the pancreas is more susceptible to irradiation than 
certain other forms of adenocarcinoma. 

3. Efforts should be made to increase our ability 
to recognize the disease as early as possible. 

ApotpH HARTUNG, M.D. 


Levin, I.: The Action of Radium and the X-Rays 
on the Blood and Blood-Forming Organs. Am. 
J. Roentgenol., 1922, n. S. ix, 112. 


In a previous publication the author reported 
upon the action of roentgen rays on the blood of 
a turtle. This consisted essentially of a temporary 
increase in the proportion of polymorphonuclear 
leucocytes to the lymphocytes. The investigation 
herein reported consisted in subjecting to the action 
of radium and the roentgen rays normal frogs and 
those in which a change in the white blood cells had 
been induced by a preliminary injection of yeast. 
A similar study was undertaken also on normal 
rabbits. 

Normal frogs treated with the roentgen rays for 
forty-five minutes with the use of a Coolidge tube, a 
g-in. spark gap, 7 ma., an 8-in. focal distance, and 
no filtration showed a marked change in the numerical 
relationship of the polymorphonuclear leucocytes 
and lymphocytes, while the number of the eosino- 
philes and transitionals remained practically station- 
ary. This change was most marked twenty-four 
hours after the radiation, and the blood usually 
became norma] at the end of about four days. 


Radium emanation tubes embedded in the dorsa’ 
lymph sacs produced similar changes which were 
most pronounced about three days after the inser- 
tion. Frogs in which injections of yeast had pro- 
duced blood changes similar to those brought about 
by radiotherapy showed no further noticeable change 
in the blood picture after exposure to radium or the 
roentgen rays. 

Normal rabbits treated with the roentgen rays in 
the same manner showed similar blood changes, but 
when radium emanation tubes were inserted into 
the spleen or the shaft of a long bone no such changes 
were noted. A localized necrosis and extravasation 
and endarteritic changes in the walls of the blood 
vessels surrounding the embedded tubes occurred. 

The results of the analysis of the experiments of 
this investigation tend to confirm the prevailing 
opinion that the lymphocyte is the most radio- 
sensitive cell in the animal organism. The change 
in the numerical relationship of the two types of 
white cells was not accompanied by a noticeable 
change in the total leucocyte count. Apparently 
the mechanism of the action of the rays on the 
leucocytes of the blood consists in the destruction 


_of the lymphocytes, which is followed by the release 


of the polymorphonuclear leucocytes from the bone 
marrow or an overproduction of this type of cells 
by the blood-forming organs. 

Certain investigators maintain that the poly- 
morphonuclear leucocytes are the blood cells most 
readily destroyed by the rays, but an analysis of 
their results shows that the destruction of the poly- 
morphonuclear leucocytes takes place only as the 
final result of the action of a lethal dose of the rao- 
which produces ultimately a severe general leucys 
penia. In the investigation reported in this article 
the amounts of radium and roentgen ray given were 
such that the animals could completely recover 
after the lapse of time and the blood picture could 
again become normal. 

Close analysis of the experiments led to two con- 
clusions which have a direct bearing on applied 
radiotherapy: (1) that radium, as compared with 
the roentgen rays, will produce the same and even 
a more marked local effect with far less genera! 
disturbance of the blood; (2) that the larger the 
square surface of the entry of the roentgen rays into 
the organism the more severe is the general effect 
on the blood. 

In view of these facts biological conditions must be 
studied at least as much as the purely physical con- 
ditions before a true estimation of the correct 
quantity and quality of the radiations to be used 
in the treatment can be made. 

ApoipH Hartunec, M.D. 





GYNECOLOGY 


UTERUS 


Shaw, H. N.: The Results of the Interposition 
Operation for Procidentia and Prolapse of the 
Uterus. Surg., Gynec. & Obst., 1922, Xxxiv, 394. 


After describing the technique of the interposition 
operation as done on the gynecological service of 
the Johns Hopkins Hospital, the author reports in 
detail a case of extensive prolapse in which a very 
excellent result was obtained. Cullen’s contribution 
to the technique of the interposition operation, as 
done in this clinic, is the placing of three figure-of-8 
sutures on the anterior wall of the uterus so that 
they first act as traction sutures and, when tied, 
firmly anchor the uterus beneath the bladder and 
against the anterior plane of fascia. 

Since 1900, 118 interposition operations have 
been done on the gynecological service of the 
Johns Hopkins Hospital. Of fifty-eight cases in 
which the final results are known the symptoms were 
entirely relieved in fifty and were not relieved in 
thirteen. Three patients have died since leaving 
the hospital and two died while they were in the 
hospital. Two patients became pregnant after the 
operation. 

The author admits that the indications for the 
interposition operation were not closely adhered to 
in their earlier operations; hence the poor results 
obtained. Since 1915, however, they have done 
forty interposition operations, and in twenty-one 
of these cases which have been traced the result 
was satisfactory. 

In conclusion Shaw says that the operation is 
limited to a small group of cases of women near or 
past the menopause in which abdominal or other 
extensive operative procedures are contra-indicated. 

Harvey B. MAtrHews, M.D. 


Phillips, J.: Severe Uterine Hzmorrhage After 
Vaginal Operations. Lancet, 1922, ccii, 530. 


The author cites the case of a primipara, 24 years 
old, who was delivered with forceps with a resulting 
complete Jaceration. Sutures were inserted, but 
union did not follow. Fourteen days later, and a 
few hours after the medical attendant had inserted 
silkworm gut sutures, violent haemorrhage occurred 
from the uterus which was much distended with 
blood and reached to the level of the umbilicus. 
Grave symptoms of shock developed. A few weeks 
later the author repaired the perineal tear. Good 
union resulted and there was no postoperative 
hemorrhage. Fifteen years later the patient showed 
signs of Grave’s disease, a rapid pulse, loss of flesh, 
and the characteristic blood changes. After four 
years of treatment she recovered and today is in 
good health. 


The author has never before observed a case of 
ballooning of the uterus as the result of a vaginal 
operation, but has records of four cases of alarming 
hemorrhage from the uterus following minor 
operations on the vagina. C. H. Davis, M.D. 


Brown, G. V.: Valuable Methods Used to Extend 
Operability in Advanced Cancer of the Cervix. 
Am. J. Obst. & Gynec., 1922, iii, 263. 

The two methods which greatly extend the 
operability in advanced cancer of the uterus are: 
(1) the “starvation ligature,” and (2) radiotherapy. 

The normal cell has three periods of existence: 
growth, function, and regeneration for growth. 
During the period of function, reproduction is most 
active. The malignant cell has no period of func- 
tion; its entire reproductive activity is thrown into 
the first stage, and only embryonic cell growth is 
produced. The normal functioning cell, as a part 
of the community life, is protected by the entire 
organism of which it is a part. The nervous system, 
the blood supply, and the lymphatics constitute a 
part of this mechanism. The malignant cell has no 
such protection; hence it is five times more vulner- 
able than the normal cell and is treated by nature as 
a foreign body. Malignancy is the property of the 
cell; the stroma is not a part of the neoplasia, but a 
measure of the organic defense. Therefore, since 
the malignant cell is five times more vulnerable 
than the normal cell, it is evident that by cutting 
down the blood-supply by ligation and still further 
lessening it by sealing the smaller vessels with heat 
and also, by the application of heat, increasing the 
connective tissue which further protects against 
ingress of the malignant cells, we may completely 
destroy them, still leaving enough blood to the parts 
to nourish the normal cells. 

Treatment with both heat and the starvation 
ligature method together has been extensively tried 
out in this country, and though opinions vary con- 
siderably, the most reliable evidence is in its favor. 
The author gives the results obtained in a series of 
eight cases. 

All of the patients have shown improvement 
locally. One died of sepsis. In one case in which 
ligation was done but heat was used after the 
uncompleted operation there was local and general 
improvement until radium was employed when 
there was an immediate extension of the growth. 
In the last case operated upon the local condition has 
cleared up and the general condition is better. 
Seven of the patients (87.5 per cent) are living, two 
(25 per cent) are better, and five (624 per cent) are 
clinically cured. Even if a permanent cure has not 
been effected, the relief of the symptoms and the pro- 
longation of life have made this work worth while, 
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The purposes of this method are: (1) to control 
the hemorrhage which causes a constant drain on 
the patient’s vitality or is so severe or frequent as 
to warrant the fear that it may prove fatal; (2) to 
favor the discharge of pus and necrotic tissue; 
(3) to diminish the absorption of toxic products; 
(4) to control the progress of the disease, thereby 
lessening the pain and suffering; (5) to render pos- 
sible a later total extirpation; (6) to prolong life 
when all other methods have failed, and (7) in some 
apparently hopeless cases to save life and possibly 
to effect a clinical cure. E. L. Cornet, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Rosensohn, M.: An Unusual Case of Ectopic Preg- 
nancy. J. Am. M. Ass., 1922, lxxviii, 729. 

The patient, a woman aged 37 years, was admitted 
to the Lying-In Hospital February 24, 1921. Her 
last menstruation had occurred December 20, 1920. 
On the afternoon of the day of admission she had 
violent abdominal cramps and fainted twice. A 
diagnosis of ruptured ectopic pregnancy was made. 
A laparotomy was performed, and the right tube 
and ovary, the former the site of a ruptured tubal 
pregnancy, were removed. 

Two days later there was consolidation of the 
lower lobe of the right lung, and the fourth day 
after the operation parotitis developed. After seven 
or eight days both the pneumonia and parotitis 
began to subside, and ultimately they cleared up 
entirely. 

On obtaining a detailed history and referring to 
the hospital records it was learned that this patient 
had had the left tube and ovary removed for a 
ruptured ectopic gestation on March 27, 1917. Two 
days later she developed signs of pneumonia, and 
five days later, a marked parotitis. 

An additional item of interest was that on 
November 10, 1918, she was delivered by abdominal 
cesarean section because of non-engagement of the 
head. C. H. Davis, M.D. 


Kahn, M.: Infected Extra-Uterine Pregnancy Rup- 
turing into the Bladder After Thirteen Years, 
with Discharge of Foetal Bones Through the 
Urethra. J. Am. M. Ass., 1922, Ixxviii, 880. 


An Austrian woman, aged 57, a multipara widowed 
fourteen years, whose early history was unimportant, 
was curetted three months prior to her husband’s 
death for irregular bleeding considered to be due to 
a miscarriage. Subsequently she suffered from right 
pelvic pain. Eight years before the author saw her 
the menopause occurred, but the condition persisted, 
and a year and a half ago was complicated by the 
development of a severe dysuria which grew steadily 
worse until six months previously when intermittent 
incontinence developed. During the incontinence 
small bones were occasionally passed from the ure- 
thra with excruciating pain. 

The woman was greatly emaciated and in ex- 
tremely poor condition. Vaginitis and several super- 
ficial] decubital ulcers on the buttocks were present. 


The meatus was markedly red and pouting. On 
account of great tenderness, the examination was 
unsatisfactory though a mass in the cul-de-sac and 
right pelvis could be made out. A stone was felt in 
the upper urethra, and there was dribbling of de- 
composed and purulent urine. On account of the 
severe pain and the patient’s miserable condition, 
it was decided to remove the urethral stone and 
make an effort to improve her condition so that she 
might withstand an operation. 

A day later, under local anesthesia, and with a 
finger in the vagina pressing up behind the stone to 
prevent its being forced into the bladder in attempts 
to grasp it with forceps, the stone, the size of a 
hazelnut, was easily removed. At the same time a 
few foetal ribs and two foetal femora were removed 
from the bladder through the urethra. These bones 
were calcified and of stony hardness, and when 
dropped on the tiled floor sounded like nails. The 
woman died the following day. 

A partial autopsy revealed the small intestine 
adherent to a sac in the right pelvis about the size of 
the bladder with which it communicated by an open- 
ing admitting two fingers. Both the bladder and the 
sac contained more bones, including ribs and pieces 
of the skull, all of which were calcified. 

E. L. Cornett, M.D. 


Cantalamessa-Carboni, L.: The Influence of 
Gestation on Ovarian Cysts (Contributo allo 
studio dell’ influenza della gestazione sulle cisti 
ovariche). Policlin., Rome, 1922, xxix, sez. prat., 
412. 


There is considerable disagreement as to whether 
ovarian cysts do or do not increase in size during 
pregnancy. 

In a case reported by the author, that of a primip- 
ara in the eighth month of pregnancy who came to 
the hospital with a diagnosis of hydramnios, this 
diagnosis was confirmed by examination and 
expectant treatment was given. Labor occurred 
at term with the birth of a living child but the 
tumefaction of the abdomen was little decreased 
and the woman later entered the hospital again. 
About 4 liters of fluid were then withdrawn by 
paracentesis but the effect on the size of the abdo- 
men was scarcely noticeable. The nature of the 
fluid changed the diagnosis to ovarian cyst. On 
account of the patient’s condition the first attempt 
to remove the cyst had to be abandoned, but a later 
attempt was successful and was followed by an 
excellent recovery. The cyst had its origin in the 
right ovary. 

In this case the cyst increased in size very rapidly 
during pregnancy. Gynecologists generally agree 
that the development of malignant ovarian tumors 
is greatly stimulated by gestation. Therefore it 
should not be regarded as improbable that the same 
phenomenon occurs in benign tumors. Histologic 
examination in the author’s case revealed no sign 
of malignancy, and clinically the woman shows no 
symptoms of recurrence seventeen months after 
the removal of the tumor. W. A. BRENNAN. 
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Geist, S. H.: A Contribution to the Histogenesis of 
Ovarian Tumors. Am. J. Obst. & Gynec., 1922, iii, 
231. 

In one ovary of a woman 52 years of age was 
found a typical adenocarcinoma and in the other a 
process involving the greater portion of a somewhat 
enlarged gland that also resembled a new growth. 
The latter was composed of masses of cells, either 
isolated or arranged in large branching strands, 
which resembled those of the granulosa layer of the 
follicle. In these masses were cysts of varying sizes 
lined by cells of a cuboidal, columnar, or high 
cylindrical type such as are seen in the pseudo- 
mucinous type of ovarian cyst. Often in these 
cysts are found oval granular bodies which on 
superficial examination might be taken for degen- 
erated ova but undoubtedly are degenerated tumér 
cells or secretion masses. The point of interest is 
the origin of this process. It seemed to be inde- 
pendent of the tumor of the other side because it 
bore no histologic resemblance to it and had none 
of the distinguishing characteristics of a malignant 
tumor. The stroma resembled that of the unchanged 
ovary and was a predominant part of the process. 
The stroma and cells maintained a definite relation- 
ship and at no point was there a proliferative or 
invasive tendency of an inflammatory infiltration. 
Mitoses were absent. 

The cells composing the tumor resembled in their 
appearance and arrangement the granulosa cells, 
and the general structure of the growth in parts 
suggested the developing follicle with many varia- 
tions. Because of this morphologic appearance, the 
arrangement of the tumor, and the wide variation 
in its structure, it seems probable that a cell of great 
potentiality must play the réle of origin. Such a 
cell type is found in the embryological rests de- 
scribed by Goodall. 

In addition, the development of cysts which form 
by degeneration of the larger cell masses and grow 
by coalescence suggests this as one method of 
development of the microcysts and later of the 
larger cysts which occur in the ovary. Further- 
more, the cells lining these cysts are often cuboidal 
and occasionally high cylindrical mucin-containing 
elements and can be traced by direct observation 
from the large cell masses of granulosa-like cells. 
This leads to the presumption that some of the 
so-called simple cysts, follicular cysts, and even the 
more complex pseudo-mucinous cysts may be the 
products of such embryonic remains. 

The nomenclature employed for the classification 
of this type of tumor is still indefinite as each writer 
has selected a name that has fitted his theory of 
origin or the fancied resemblance to some structure 
of the ovary. At the present time tumors similar to 
the growth described are termed ‘“‘adenoma of the 
graafian follicle,” ‘‘folliculoma malignum,” “car- 
cinoma folliculoides,’”’ “‘odéphoroma folliculare”’ and 
“folliculoma.”” Von Werdt described a group of 
tumors including several which were somewhat 
similar to the type under discussion as “granulosa- 


’ 


cell tumors.’’ Several of the terms, such as “ade- 
noma of the graafian follicle,” “folliculoma malig- 
num,” and “carcinoma folliculoides”’ should be dis- 
carded as the tumor is neither a malignant tumor 
nor an adenoma. In the author’s opinion these 
growths should be grouped as tumors arising from 
persistent embryonic structures. 
E. L. Cornett, M.D. 


Filatowa, N.: A Rare Case of a Dermoid Cyst with 
Ball Formations (Ein seltener Fall einer Dermoid- 
cyste mit Kugelbildung). Sborn. rabot po akusch. i 
ginek., 1921, i, 68. 

A very rare form of dermoid cyst is a type in 
which peculiar ball formations are found. Only 
one such case has been observed in the Obuchow 
Hospital during the last eight years. In this in- 
stance a tumor as large as a child’s head was pal- 
pable. At operation a cyst having its origin in the 
right adnexa was removed. The patient made an 
uninterrupted recovery. 

The cyst was filled with a dark brown thick fluid 
in which floated about a hundred brown balls, the 
size of hazelnuts, which showed the presence of a ce- 
ment-like substance and were soluble in ether. The 
cyst also contained hair. Microscopic examination 
showed fat droplets. 

Rokitansky was the first to describe such ball 
formations in dermoid cysts. In 1912 Plenz de- 
scribed eighteen cases. The balls are formed by 
saponification of the fat and mechanical action upon 
fat masses. SCHAACK (Z). 


Skrobanski, K.: Operative Treatment of Chronic 
Purulent Disease of the Adnexa (Die operative 
Behandlung chronischer eitriger Adnexerkran- 
kungen). Sborn. rabot po akusch. i ginek., 1921, i, 
44. 

The discussion is based upon 103 cases which 
formed a part of the author’s first series of 500 
laparotomies. Twenty-one cases were operated on 
for exclusively purulent disease of the adnexa. In 
twenty-nine cases the suppuration of the adnexa 
was associated with cysts of the ovaries. In thirty- 
two cases there was extra-uterine pregnancy with 
suppuration in the tube. In twenty-one cases 
suppuration of the adnexa and fibromyomata of the 
uterus were present. 

In twenty-nine cases the adnexa and the uterus 
were removed. The uterus was removed entire in 
eleven cases, and in eighteen a supravaginal extirpa- 
tion was done. The removal of the uterus with both 
tubes and one ovary was carried out six times. In 
the operations of this series are twenty-three cases in 
which all the adnexa were removed and the uterus 
was left. In the future the author will restrict this 
operation to exceptional cases, cases of non- 
gonorrhoeal nature, and those of young women in 
whom he has attempted the transplantation of an 
ovary from another woman. Unilateral removal of 
suppurating adnexa was performed thirty-nine 
times in young women without gonorrhceal infec- 
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tion. In nine cases the operation on the adnexa was 
combined with appendectomy. In ore case the 
intestine was injured during operation, with opening 
of its lumen, and in fifteen cases without opening of 
the lumen. In one case the right ureter was cut 
through during the operation; the ureter was ligated 
and the patient recovered. 

There were two fatalities in the 103 cases. The 
first death was that of a woman who had a car- 
cinoma of the uterus and suppuration of the 
adnexa. The adnexa were removed but the patient 
succumbed. The second death was that of a woman 
with a large bullet-like submucous myoma and 
bilateral pyosalpinx. The myoma was in a state of 
disintegration, and fever had been present for two 
months before the operation which was hastened 
by the progressive deterioration in the patient’s 
condition. Death occurred on the tenth day follow- 
ing operation, apparently from general exhaustion. 
At autopsy no peritonitis or general infection was 
discovered. With the exception of these two cases 
the result of all the operations was very good. 
Eighty-four patients were discharged before the 
eighteénth day, and seventeen not later than the 
twenty-fifth day. One patient with severe post- 
operative pneumonia was discharged on the thirty- 
fourth day. 

Very interesting were the cases with large ab- 
scesses which ruptured during the operation, con- 
taminating the abdominal cavity. In nine of 
twelve cases in which this occurred the wound healed 
by primary intention. In general the patients with 
marked suppuration and many adhesions bore the 
operative intervention remarkably well. 

The author comes to the following conclusions: 

1. In certain cases conservative treatment of 
suppurated adnexa may lead to anatomical cure 
with patency of the tubes as proven by a later 
pregnancy. 

2. When conservative treatment is of no avail, 
or the patient lacks the means or time for its employ- 
ment, operation is necessary. 

3. The operation must be radical, especially for 
gonorrhoeal processes. 


4. The advantage of laparotomy over the vaginal 
method is particularly evident in cases of suppura- 
tion of the adnexa. 

5. Drainage of the abdominal cavity is unneces- 
sary following operation for suppuration of the 
adnexa. ScHAACK (7), 


EXTERNAL GENITALIA 


Ristic, L.: Chronic Sclerosed Ulcer of the Vulva 
(Ulcus vulve chronicum sclerosum). Lijeé. vijesnik, 
1921, xliii, 222. 

In Ristic’s opinion the lack of agreement regarding 
the etiology of this condition is due to an incorrect 
interpretation of the swelling of the vulva which is, 
in fact, secondary to the ulcer. 

The author has had occasion to observe seven 
cases. The fully developed ulcer is unusually hard. 
It feels like dressed leather, differing in this respect 
from other sirailar ulcers. Its margins are round or 
oval, extend above its base, and are often inverted. 
Its base is suppurated, covered with granulation 
tissue, and contracted in the form of a crater. 
Unlike tuberculous ulcers, this variety does not in- 
vade the mucous membrane of the vagina. The 
disease is painless. Staphylococci were found in the 
secretion in most of the cases. The histological ex- 
amination revealed marked cicatrization of con- 
nective tissue, lymphoid and plasma cells, and marked 
dilatation of the blood and lymph vessels. In no 
case were specific excitants found. 

In uncomplicated forms of this condition there 
was no involvement of the inguinal glands or the 
general health. The only circumstance common to 
all seven patients was that they were prostitutes and 
infected with venereal diseases. Histological and 
bacteriological findings showed that the disease has 
nothing in common with tuberculosis. Etiologically, 
the chief point to be considered is the continuous 
influence of irritation. Specific bacteria cannot be 
held responsible. In this respect there is a similarity 
to the crural ulcer. Dusting powders, cauteriza- 
tion, and, above all, cleanliness may stimulate 
healing. Kotin (Z). 
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ADRENAL, KIDNEY, AND URETER 


Oppel, W. A.: Gangrene Due to Adrenal Arteritis 
(Gangraena arteriitica suprarenalis). Verhandl. d. 
russ. chir. Pirogoff-Ges., Petrograd, 1921. 


Oppel holds that the designation of gangrene as 
“spontaneous” is unsatisfactory and suggests the 
use of the adjective “‘arteritic,” by which the patho- 
logico-anatomical character of the changes in the 
arterial wall is not definitely stated. He believes 
that this condition is of adrenal origin, a disease of 
hyperfunction. He has studied the subject both 
experimentally and clinically. 

Arteritic gangrene occurs chiefly in men and be- 
tween the ages of 30 and 50 years. Of thirty-three 
patients, five were in the second half of the third 
decade, eleven in the fourth decade, ten in the fifth 
decade, and seven in the sixth or seventh decade. 
If we are to accept ordinary arteriosclerosis as the 
etiological factor in these cases we must assume an 
arteriosclerosis pracox in half of them (sixteen). 
The author could not demonstrate arteriosclerosis 
in the patients who were under 4o years of age. 

The arteritis which is followed by “spontaneous 
gangrene” leads under all circumstances to gangrene 
of the extremities. Arteriosclerosis is not always 
accompanied by gangrene. The arteritis which ends 
in gangrene is an extensive disease of the arteries 
with predilection for the extremities and the periph- 
eral parts of the body in general. Of the thirty- 
three patients, six lost both legs. 

In the prodromal stage there is disappearance of 
the pulse in the apparently healthy extremity. 
Three of the author’s patients developed gangrene of 
the upper extremities after loss of the lower limbs. 
In gangrene of the lower extremities it is not rare to 
find disappearance of the pulse in the upper extrem- 
ities. 

_As the etiological factor of this extensive disease 
of the arteries, Oppel claims a hyperfunction of the 
adrenals with chronic poisoning of the organism by 
the excessive production of adrenalin. If this theory 
is correct, we must speak of a hyperadrenalism. 
Oppel’s pupil, Girgolaff, was able to demonstrate in 
the blood of patients suffering from so-called sponta- 
neous gangrene an increased quantity of vaso- 
constricting substances. Achuticz also made the 
same observation in the author’s clinic. 

On the basis of these theoretical considerations, 
Oppel proposes to treat adrenal arteritic gangrene 
by extirpation of one of the adrenals. For anatomi- 
cal reasons it appears preferable to remove the left 
one. Oppel makes an incision parallel to the left 
costal arch and running into the posterior parts of 
the twelfth rib. The peritoneum is opened in the 
anterior part of the incision. After the abdominal 


cavity is opened, the phrenico-colic ligament of 
Kuprijanoff is divided. In this manner a broad pas- 
sage is made to the adrenal. The fatty capsule sur- 
rounding the kidney is opened at the anterior border 
of the kidney and the upper pole of the kidney ex- 
posed. The adrenal lies in the cellular tissue above 
this. 

In all of the author’s cases the operation was per- 
formed with a remarkably small loss of blood. He 
performed it in four cases. One patient died of car- 
diac weakness three days later. Autopsy showed 
sclerosis of the coronary arteries. In the second case 
gangrene developed and the excision of the adrenal 
did not prevent the necessity for amputation. In 
the third case the ulcers healed remarkably quickly 
after the operation, the pain in the foot disappeared, 
and the color of the extremity became normal. In 
the fourth case there was disappearance of the pain 
in the calf and of the feeling of cold. In every 
instance the pulse became soft after the operation. 

Oppel emphasizes the fact that in all cases with 
failing pulse there is improvement. This result, he 
believes, confirms his theory as to the etiology. With 
his pupils he is now at work on experimental, phar- 
macological, haematological, and histological re- 
search on this subject. Hypertrophic and sclerotic 
processes can be demonstrated macroscopically in 
the excised adrenals. MEssE (Z). 


Fuller, H. G.: Malignant Disease of the Adrenals, 
with Report of a Case. J. Urol., 1922, vii, 77. 


Although the adrenals were first described by 
Eustachius as early as 1563, little attention was 
paid them tintil 1885 when Addison described the 
effects of disease of these glands. The clinical mani- 
festations of malignant tumors of the adrenals are 
by no means pathognomonic. Benign tumors are 
the most common. Carcinoma and sarcoma present 
many peculiarities in growth and cellular pattern 
As it is often difficult to distinguish these different 
forms, they are usually classed as malignant hyper- 
nephromata. Pre-operative diagnostic certainty is 
exceptional. Even a palpable tumor is apt to be 
diagnosed as a perirenal abscess, a tumor of the 
kidney, or disease of the gall-bladder, spleen, or 
liver. Urinalyses and pyelography, however, are 
diagnostic aids, and attacks of pain in the hypo- 
chondrium and lumbar regions due to pressure on 
the first, second, and third lumbar nerves and their 
branches are of especial diagnostic importance. 

There seems to be no relation between Addison’s 
disease and tumor of the adrenal. Sarcoma is said 
to be much the most frequent primary malignant 
growth. Primary sarcoma must originate in the 
connective tissue or the epithelium of the gland, 
the latter being of mesodermic origin. Primary 
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carcinoma must originate from epithelial elements 
with connective tissue for i‘s stroma, or from mis- 
placed tissue of other blastodermic layers. 

The first operations for the extirpation of malig- 
nant tumors of the adrenals were done in 1885 and 
1886. In a series of twenty-four surgically treated 
cases collected from the literature in 1904, the im- 
mediate mortality was 50 per cent, and only six 
were followed by recovery lasting from six months to 
six years. 

The case reported by Fuller was that of a man of 
42 years whose history was negative except that 
three months before the onset of his complaint he 
had been caught in a landslide. The condition for 
which he sought treatment began September 1, 1920, 
with pain in the left chest running around to the 
back. <A diagnosis of pleurisy was made and the 
chest strapped. October 1, 1920, an X-ray of the 
chest showed some enlargement of the aorta, and in 
spite of a negative Wassermann test, the patient 
was put to bed for one month and given large doses 
of potassium iodide. The pain then became so severe 
that on November 2, 1920, a large dose of a sedative 
was necessary. Dullness over the left chest up to the 
fourth rib and pain over the left kidney suggested 
empyema, but another X-ray examination showed 
that the cause was some intra-abdominal lesion in 
relation to the left kidney area which contained a 
calcified mass near its center. 

The author saw the patient first at this juncture. 
The kidney findings were negative but further X-ray 
studies showed a mass posterior to and above the 
left kidney. The calcified mass was posterior to and 
on a level with the kidney. Neither the temperature 
nor the leucocyte count was high. The outstanding 
symptom was severe unendurable pain referred to 
the back and radiating to the scapula. 

On the basis of a tentative diagnosis between peri- 
nephritic abscess and new-growth probably of the 
adrenal gland, an operation was performed Novem- 
ber 8, 1920. Lumbar incision exposed a tumor mass 
apparently springing from the upper pole of the 
kidney, extending upward and backward, displac- 
ing the diaphragm, distinctly above and non-ad- 
herent to the kidney, and presenting all the physical 
characteristics of a malignant growth of the adrenal. 
The calcareous mass was located in the median and 
lower side of the tumor and was easily removed. 
The friability of the tumor and the density of its 
adhesions made it inadvisable to attempt its com- 
plete removal. Portions were excised for tissue 
study, and the incision closed around a large tube 
for drainage. Advantage was taken of this tube to 
insert 100 mgm. of radium three times. The tem- 
perature varied from 98.6 to 102 degrees from this 
time on to December 16, 1920, when the patient 
died. A few days before death a gastric fistula 
developed. 

Microscopic examination of the tissue removed 
at operation showed a fairly uniform mass of large 
cells with large nuclei varying from round to oval. 
A number of very large cells with very large nuclei, 


some with multiple nuclei, and mitotic figures were 
found. The microscopic diagnosis was large round- 
celled sarcoma. 

The large bone-like mass taken from the region 
of the tumor was completely soluble in hydrochloric 
acid and absolute alcohol. It was evidently a cal 
careous deposit. C. D. Hotes, M.D. 


Simmons, R. R.: Gonccoccal Infections of the 
Kidney. J. Urol., 1922, vii, 113. 


This article contains a discussion of previously 
reported cases of gonococcal infection of the kidney, 
the author’s opinion concerning the routes of renal 
infection, a detailed report of the author’s case, a 
chart of all the reported cases, the author’s con- 
clusions, and a complete bibliography. 

Simmons calls attention to the fact that many of 
the reports of gonococcal infection of the kidney are 
based on presumptive evidence rather than on a 
careful bacteriological study. He states, however, 
that gonorrhoeal infection of the kidney may occur 
secondarily to urethritis—in fact, gonorrhceal 
infection of any organ of the body and generalized 
infections are possible. He is of the opinion that 
infection of the kidney occurs either by the blood 
stream or by the urinary route. Bacteria may enter 
the blood stream during the course of any acute 
disease. This, Simmons believes, is equally true of 
gonorrhoeal infection. Gonorrhoeal endocarditis 
does not occur frequently because, as is the case with 
streptococcal infection, some trauma to the heart 
is necessary before the infection becomes localized 
in this particular locality. In the kidney many 
bacteria, some virulent, may pass through without 
producing trouble, while at other times, because of 
injury to the kidney and high virulence of the 
organisms, a renal infection will result. It is prob- 
able that these conditions are rarely fulfilled in the 
course of an ordinary attack of gonorrhcea. 

The collected cases in the literature include only 
twenty-four proven cases of gonococcal infection of 
the kidney. Simmons is of the opinion that the only 
satisfactory method of diagnosing gonorrhoea of the 
kidney consists in obtaining the organisms by culture 
or smear directly from the kidney. Including the 
case which he reports, only fifteen were proven to be 
of pure gonococcal origin. Sixteen occurred in 
males. The earliest symptoms referable to the kid- 
ney occurred ten days after the onset of acute 
urethritis. The most remote case occurred nine 
years after infection. The fact that most of these 
cases occurred weeks or months after the initial 
infection indicates that gonococcal infection may 
remain dormant for a long time and later demon- 
strate itself in lesions distant from the original 
focus. 

Simmons found both kidneys affected in only six 
cases, the right kidney in twelve, and the left in 
seven. Infection of the pelvis alone was demon- 
strated in twelve, and of the kidney and pelvis 
both in nine. A general bacteremia from gonor- 
rhoea was found in three cases. The most frequent 





associated infection was that due to the colon 
bacillus. 

The author’s case is unique in that it was a 
combination of kidney fracture with pure gono- 
coccal infection. The patient had had gonorrhcea for 
four or five months preceding a severe blow on the 
abdomen. This blow knocked him down and 
caused severe pain in the right upper quadrant. At 
operation, a rectus incision was made to explore the 
abdomen. Nothing was found except a tumor mass 
in the right kidney area. The kidney was exposed 
by lumbar incision. On stripping away the kidney 
fat, a fracture in the markedly thinned renal 
parenchyma could be readily palpated through the 
unbroken capsule. The kidney pelvis was explored 
for stones. From direct smears without sedimen- 
tation large numbers of intra- and extra-cellu- 
lar gram-negative, biscuit-shaped diplococci were 
demonstrated. On culture media there was a pure 
growth of gonococci. 

It was impossible for the author to determine 
how long the gonorrhceal infection had continued 
in the kidney. He is of the opinion, however, that 
it was not of very recent origin since the severe 
hydronephrosis had caused marked atrophic thin- 
ning of the kidney substance. He believes also that 
it was mild as there was no history indicating when 
it had begun. Hamatogenous origin of this infec- 
tion was strongly suggested by the fact that the 
patient had a completely negative history as 
regards bladder discomfort prior to his admission to 
the hospital. 

The author’s conclusions 
follows: 

1. Gonorrhoeal infections of the kidney are of 
rare occurrence, only twenty-four previous cases 
having been found in the literature. 

2. Gonorrhceal infections associated with infec- 
tions due to other organisms are relatively frequent, 
ten cases having been reported. 

3. Hzmatogenous infections seem to be more 
common than ascending infections. 

4. The demonstration of the gonococcus in the 
kidney tissue or the excretions from the kidney 
either by cultural or staining methods is the only 
sufficient criterion for diagnosis. 

3. Gonorrhceal pyelitis may not cause symptoms 
of sufficient gravity to suggest its presence. 

GiLBERt J. THomas, M.D. 


are summarized as 


Green, T. M.: Stricture of the Ureter as an Ex- 
planation of Some Obscure Abdominal Con- 
ditions. Surg.,Gynec. & Obst., 1922, xxxiv, 388. 


Green finds the most frequent site of ureteral 
strictures in the broad ligament portion. They are 
either congenital or acquired. Congenital strictures 
are considered rare by most authorities. The 
acquired type may be of extrinisic or intrinsic origin. 
The extrinsic causes are pressure on the ureter from 
neoplasms, accessory or anomalous vessels of the 
kidney, and traumatism of the peri-ureteral tissue. 
The intrinsic causes are tuberculosis, bilharziasis, 


. 
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calculus, malignancy, and pyogenic infection. 
Syphilis should always be borne in mind as a cause. 
Among the organisms found most frequently are the 
colon bacillus, staphylococci, streptococci, and 
gonococci. 

The effects of stricture on the kidney and the 
ureter are gradual dilatation and atrophy. Follow- 
ing dilatation of ureteral strictures the author has 
found some very encouraging results in lower blood 
pressure readings. 

One of the most characteristic symptoms of 
ureteral stricture is pain. This may be acute or 
dull, constant or intermittent, referred to the pelvis, 
to the back, or the course of the ureter. With each 
recurring attack of pyelitis and with menstruation, 
the pain is often aggravated. Other symptoms of 
ureteral stricture are gastro-intestinal disorders. 
The urinary signs are generally intermittent and 
consist as a rule of night voiding, day frequency, 
and tenesmus. 

The diagnosis is made from a history of abdominal 
pain, urinary symptoms, and positive urinary find- 
ings, and by palpatation revealing tender spots low 
down in the broad ligaments or at a point 1 in. to 
the outer side of the umbilicus on a level with the 
brim of the pelvis. The cystoscope often gives 
valuable findings, such as a urethritis and occa- 
sionally actual urethral stricture. The latter is al- 
ways suggestive of a stricture of the ureter above. 
The mons ureteri sometimes shows a_ bullous 
cedema. When a catheter is passed a steady stream 
of urine is very suggestive of hydronephrosis and 
stricture. Another very definite diagnostic sign is 
the extreme pain when the catheter passes through 
the area of ureteritis or stricture. The most definite 
means of diagnosis is the passing of the catheter 
with a wax bulb. 

Finally, a pyelo-ureterogram serves not only to 
check up the possibility of hydronephrosis but 
demonstrates the presence of stricture and its 
location. Louis Gross, M.D. 


BLADDER, URETHRA, AND PENIS 


Latzko, W.: The Extended Radical Operation for 
Cancer of the Bladder and Its Anatomical 
Basis (Die erweiterte Radikaloperation des 
Blasenkrebses und ihre anatomische Begruendung). 
Zischr. f. urol. Chir., 1922, viii, 135. 


The author first describes his amplification of 
Wertheim’s radical operation for carcinoma of the 
uterus. The complicated structure of the para- 
metrium, which extends on each side from the 
pelvis to the uterus in the form of a wedge, he 
dissects into three layers and carefully isolates each 
layer of connective tissue, of which the central 
carries the vessels, so that he may divide them at 
a greater distance from the uterus than is possible 
when a common ligation of the parametrium is done. 

This idea of dissecting the pelvic connective 
tissue he applies to the transperitoneal radical 
operation for carcinoma of the bladder. After 
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division of the peritoneum between the bladder and 
uterus, three strong bands of connective tissue on 
each side of the bladder are divided as close as 
possible to the uterus. Thus the floor of the pelvis 
is gradually approached so that finally the bladder 
remains connected only with the internal orifice 
of the urethra. By this procedure the author 
extirpates the bladder with a large amount of 
connective tissue and obtains better end-results. 
In order to improve the chances of primary healing 
in the radical treatment of carcinoma of the bladder 
it is necessary to extraperitonize the region of 
operation before opening the infected bladder. 
BAETZNER (Z). 


Thomas, B. A., and Pfahler, G. E.: The Technique 
of the Treatment of Carcinoma of the Bladder 
and Prostate by a Combination of Surgery, 
Electrocoagulation, Radium Implantation, 
and the Roentgen Ray. Arch. Surg., 1922, iv, 451. 


The authors describe four of the most effective 
therapeutic measures to combat malignant disease 
of the bladder and prostate. 

It is of the utmost importance that the treat- 
ment be reserved for certain types of carcinoma of 
the bladder or prostate commonly regarded as in- 
operable, in which the growth is so extensive as to 
preclude the advisability of resection of the bladder 
with or without transplantation of the ureter. The 
same statement applies to malignant disease of the 
prostate. In the latter, extracapsular perineal pros- 
tatectomy should be done if possible; otherwise, 
if the disease is not too extensive and metastasis 
has not occurred, the therapeutic procedures here 
detailed and applied suprapubically, by cystotomy, 
after an interval of from two to four weeks or after 
perineal exposure of the gland, are indicated. These 
methods promise results far better than have been 
obtained in the past by other forms of treatment. 

TECHNIQUE 

Attention to the preliminary preparation of the 
patient and his qualification for these operative 
procedures so far as organic disease, especially 
kidney damage, is concerned, is just as obligatory 
as in cystotomy for any indication, notably prosta- 
tectomy. 

The patient is placed in the recumbent position 
prepared for the Trendelenburg position if the latter 
is desired later, with the thighs abducted, the knees 
partially flexed, the feet together and strapped in 
position. The bladder is irrigated and filled by 
means of a catheter with from 10 to 12 oz. of a 
1:6,000 solution of silver nitrate. A clamp is applied 
to the catheter distal to the glans penis, and a 
tourniquet placed around the body of the penis to 
prevent the escape of the solution from the bladder. 

After the usual iodine preparation of the skin, a 
vertical median incision is made and the bladder 
opened well up on the anterior wall after the 
silver nitrate solution has been allowed to escape 
through the catheter. The freshly cut edges of the 


wound are protected by sterile towels, the carcino- 
matous mass in the bladder is exposed with the use 
of special retractors, and the process of electro- 
coagulation is begun. A large pad electrode, measur- 
ing 6 by 8 in., is placed under the buttocks and in 
direct contact with the skin. The wire connected 
with this electrode must be firmly attached so that 
it cannot separate and make a ground with the 
operating table, and should be covered by rubber 
tubing so that there is no opportunity during the 
operation for the current to leap from the wire to 
the table. Attached to the indifferent electrode or 
pad, it is then attached to one side of the d’Arsonval 
instrument. The other pole of the d’Arsonval is 
attached to the active electrode. All of these elec- 
trodes, needles, and wires are sterilized by boiling. 
The spark gap and rheostat having been adjusted 
so that a current of from 500 to 1,500 ma. can be 
used, the growth in the bladder is carefully destroyed 
and each portion of the tumor is coagulated with 
sufficient rapidity to prevent hemorrhage, and not 
so slowly that the steam from the cooking tissues 
scalds or macerates the wall of the bladder. 

After all visible and palpable evidence of the 
tumor mass has been destroyed and removed, the 
bladder is irrigated with a warm 1:4,000 to 1,000 
solution of silver nitrate and the incised edges of 
the opening are painted with a 5 per cent solution 
of resorcin. The interior of the bladder is then 
sponged as dry as possible, and the radium needles 
are implanted. The needles which they now use 
contain 10 mgm. of radium element each. Each 
needle is attached to a waxed silk thread and is 
sterilized as it is prepared. These sterilized needles 
are introduced into the base of the tumor by carriers, 
approximately from 1 to 2 cm. apart, and left in 
place from eight to eighteen hours, depending on 
the probable degree of malignancy and the extent 
of the disease. From six to fifteen needles are used, 
depending upon the size of the base of the tumor. 
Electrocoagulation is, of course, followed by slough- 
ing of the destroyed tissue, and this process will 
require approximately three or four weeks. 

A large, properly fenestrated rubber drainage 
tube 2 to 2% cm. in diameter is introduced into the 
bladder, care being exercised not to allow the end to 
impinge on the vesical trigone, and is fixed at the 
upper angle of the bladder incision by closure of the 
wound below with a continuous chromic gut suture. 
The strand of threads attached to the radium needles 
is passed out through the drainage tube or along the 
inferior aspect of the tube externally. A small 
fenestrated rubber tube is passed into the space of 
Retzius for perivesical drainage in case of bladder 
leakage and secured to the lower angle of the skin 
incision. The large tube is then rotated downward 
and secured to the skin on either side of the incision 
just above the small perivesical drain by a suture o/ 
silkworm gut. The recti muscles are drawn together 
by one or two sutures of plain gut, and the fascia 
is closed to the level of the tubes by a continuous 
suture of chromic gut. The skin is closed by inter- 
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rupted sutures of silkworm gut and the radium 
needle threads are secured for the time desired, if 
passed through the lumen of the drainage tube, by 
an L-shaped glass drain connector. At the end of the 
first week after the operation the drainage tube and 
all sutures are removed and a special ambulatory 
apparatus for drainage is fitted to the patient. 

If the carcinoma involves the prostate gland, the 
treatment should be applied as a rule both supra- 
pubically and perineally. 

The suprapubic technique differs in no essential 
from that employed when the carcinoma is confined 
to the bladder except that when there is little pro- 
trusion of the growth into the bladder, destruction 
of the mass by electrocoagulation will not be neces- 
sary and the radium needles can be inserted imme- 
diately into the growth about 1 cm. equidistant as 
described by Herbst or as described above. 

Intensive roentgen-ray cross-fire may be of ad- 
vantage and should precede operative intervention, 
thereby destroying outlying carcinomatous foci in 
the lymphatics, limiting the spread of the disease 
temporarily, and probably preventing certain metas- 
tases that might otherwise occur. 


Ante-operative roentgen-ray treatment is prob- 


ably more important in all forms of malignant dis- 
ease than postoperative treatment and will con- 
sume a period of about two weeks. It should cover 
the entire pelvic area and extend as far up along the 
line of the lymphatics as it is probable that the dis- 
ease has advanced. As postoperative treatment at 
least two full doses should be given through each 
area, beginning about two weeks after the radium 


application and again about three or four weeks later. 


RESULTS OF TREATMENT 


By this quartet of therapeutic measures, twenty- 
six patients have been treated, with only two deaths. 
One patient has not been traced. The majority 
have been treated and observed only during the last 
three years. The authors desire merely to describe 
the technique evolved from experience and at present 
employed in this formerly inoperable type of bladder 
and prostatic carcinoma, and to state that they are 
convinced that this treatment offers more in the 
way of prolongation of life, if not of cure, than any 
other method heretofore employed. 

THEODORE Drozpowi71z, M.D. 


Paul, H. E.: Chronic Infections of the Male Ure- 
thra and Its Adnexa. J. Urol., 1922, vii, 125. 


The author has investigated 100 cases to deter- 
mine the length of time and the amount of sys- 
tematic and judicious treatment necessary to effect 
a cure of gonorrhceal infection. The patients 
were regarded as cured only when there was 
absence of urethral discharges and urinary dis- 
turbances, the urine was free from microscopic pus 
and microscopically free from cloudiness, filaments, 
and shreds, the urethra was free from infiltrations, the 
prostate and seminal vesicles were normal on palpa- 
tion, and the secretions of the prostate and vesicles 


showed not more than three pus cells in a high- 
power field on two films three to eight weeks after 
the treatment had been discontinued. 

The average age of the patients was 27 years and 
the time elapsed since the last acute urethral infec- 
tion varied from two and one-half months to 
twenty years (filiform stricture). The longest dura- 
tion of treatment was forty-eight and eight-tenths 
weeks, the shortest five weeks, and the average 
eight and five-tenths weeks. About 66 per cent of 
the patients had a urethral discharge before begin- 
ning treatment, and in 18 per cent gonococci were 
demonstrated after treatment had been begun. 
Epididymitis was present previously in 24 per cent, 
and in 4 per cent developed during treatment. Six 
cases showed a positive Wassermann reaction. In 
seventeen cases some operative procedure was done 
as part of the treatment. 

The author concludes that every male with the 
slightest symptom of residual gonorrhoeal infection 
is potentially infectious, and that gonococci may 
remain in the urethra or adnexa for years. In a 
large majority of cases these infections can be 
totally eradicated by appropriate treatment regard- 
less of the time that has elapsed since the original 
infection. Tuomas F. FineGcAn, M.D. 


Young, H. H.: An Operation for the Cure of In- 
continence Associated with Epispadias. J. 
Urol., 1922, vii, 1. 


After quoting Hart regarding the development of 
epispadias the author reviews the literature concern- 
ing the various operations for its cure. The cosmetic 
results were satisfactory but the operations for the 
incontinence were failures. The works of Stiles, 
Steiner. Page, Strettiner, Stroeckel, and Barney 
are reviewed. 

In 1908 Young repaired both sphincters in a 
patient who had had a medium perineal urethrotomy 
followed by incontinence. The muscle was exposed 
by a suprapubic opening and excision of the mucous 
membrane along the posterior wall of the vesical 
orifice. The outlet was closed and made narrower 
by means of transverse sutures of catgut. 

The external sphincter was exposed by a perineal 
opening into the membranous urethra. Closure was 
effected with several layers of catgut. Suprapubic 
drainage was used. The incontinence was cured. 

Subsequently several other cases were operated 
upon with the same result. 

In epispadias the same technique was used except 
that the roof of the urethra was employed. Two 
cases were reported. Examinations had shown com- 
plete incontinence. 

In the first case the roof of the prostatic urethra 
was excised through a suprapubic opening. Then, 
from below, the roof of the membranous urethra 
was excised until this incision met the incision 
from above. Through the suprapubic opening the 
internal sphincter was closed so that a tight ori- 
fice was produced. The same suture closed the ad- 
jacent anterior wall of the bladder. The mucous 
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membrane was not included. Through the epi- 
spadias and with a “boomerang needle holder” the 
roof of the membranous urethra was closed with 
a chromicized catgut suture. Suprapubic drainage 
was used. Complete control was obtained. 

Later the plastic to repair the epispadias was done. 
Wide lateral incisions were made to give abundant 
tissue for a wide urethra. To quote: “At the 
posterior angle the incision went down into the 
depths of the cavity toward the bulbous urethra and 
the skin on each side was elevated freely. At the 
glans penis the incision on the left extended only 
a short distance onto the anterior surface of the 
glans, the new urethra being left continuous with the 
skin of the glans. On the right the incision was 
carried deeply through the substance of the glans to 
the inferior surface so as to bisect the glans and dis- 
place the urethra to its normal position. The cor- 
pora cavernosa were widely separately by an inci- 
sion to the right of the new urethra, and after this 
had been approximated by continuous chromicized 
catgut and reinforced by a second line of continuous 
sutures, the urethra was depressed between the cor- 
pora cavernosa, the left corpus being rotated with it 
and the two corpora then held in place above the new 
urethra by a continuous line of chromicized catgut 
sutures.” The skin was closed along the dorsum, 
and an additional stitch was used for the foreskin. 
The glans penis was approximated with interrupted 
stitches of chromic gut above the meatus. At the 
upper angle an opening was left for drainage. 

Suprapubic drainage was used during healing. 
Later sounds up to a No. 22 F. were passed. Coitus 
was normal. 

The second case, that of a boy of 9 years, was 
practically the same. The incontinence was cured 
and the epispadias eliminated. 

In conclusion the author brings out the following 
points: 

Simple epispadias can be repaired. When incon- 
tinence is present there is a muscular defect along 
the roof of the urethra associated with dilatation 
of the vesical neck and membranous urethra. The 
incontinence may be cured by excising the super- 
abundant roof and restoring the vesical neck and 
external sphincter by sutures. 

CLAuDE D. PickRrELL, M.D. 


GENITAL ORGANS 


Fraser, A. R.: A Survey of the Treatment of Acute 
Gonorrheea in the Male. J. Urol., 1922, vii, 87. 


The general treatment consists of exercise, hydro- 


therapy, and dietetic and hygienic measures. Sexual 
excitement must be avoided, and the bowels well 
regulated. The testes should be supported in a well- 
fitting suspensory. At the outset, all active exercise 
should be forbidden, but later ordinary exercise 
should be increased. At least twenty-five glasses of 
some bland fluid should be taken daily. Highly 
spiced foodstuffs, sauces, pickles, coffee, strong tea, 
and especially alcohol, should be avoided. 


Antiseptics do not. influence the course of the dis- 
ease and the balsamics cause renal and gastric 
disturbances and rashes. Burning of the urethra 
may be controlled by copious draughts of water, lime 
water, barley water, or milk. Alkaline mixtures, 
potassium or sodium bicarbonate or citrate or liquor 
potassii, are useful. Bromides are best for painful 
erection, and should be supplemented by cold appli- 
cations to the penis. When narcotics are necessary 
for loss of sleep, suppositories of opium, atropine, or 
belladonna should be used. 

Local treatment is carried out by urethral irriga- 
tion, urethrovesical irrigation, urethral injection, and 
urethral instillation. Urethrovesical lavage is the 
most satisfactory method. The urethral injection 
should be used only when irrigation is impracticable 
or in the treatment of out-patients who attend 
irregularly. For all acute cases and many chronic 
cases potassium permanganate in solution of 1:12,-' 
000 to 1:8,000 should be used. This may be alter- 
nated with zinc permanganate in the strength of 
1:10,000 to 1:6,000 as a mild astringent antiseptic. 
Oxycyanide of mercury in a strength of 1:8,000 to 
1:4,000 as an irrigation is ideal for secondary infec- 
tions. A few chronic cases respond well to silver 


‘ nitrate in the strength of 1:20,000 to 1:10,000. Of 


all the preparations at our disposal, the author be- 
lieves these four to be the most satisfactory. Their 
results are due, not to a germicidal action, but pos- 
sibly to a chemotactic action on the organisms and 
leucocytes. In general, the flavine compounds and 
the dyes are not. very satisfactory. Organic silver 
preparations are indicated in the early abortive 
stage; later, when the discharge is fully established, 
their use is contra-indicated. The colloidal emul- 
sions have poor powers of penetration. Silver prep- 
arations must be diluted with distilled water and 
freshly prepared. Picric acid in 1 per cent solutions 
ranks with acriflavine in penetration and is irri- 
tating. 

Vaccines promote increased resistance and attack 
the organisms which have penetrated the urethral 
mucosa; later they serve as a test of cure. Vaccines 
may be simple (gonococci alone) or mixed with 
secondary organisms. Striking results have been 
obtained with ordinary stock vaccines, although 
seemingly toxic. Sensitized vaccines have usually 
been unsatisfactory. The author has had good re- 
sults from detoxicated vaccines, but the correct 
strains of organisms are essential. Antigonococcal 
serum has been constantly unsuccessful. The results 
of chemotherapy have been disappointing. In the 
hands of some investigators electrotherapy has given 
apparently excellent results. 

Tuomas F. Finecan, M.D. 


Geraghty, J. T.: The Treatment of Malignant 
Disease of the Prostate and Bladder. J. Uroi., 
1922, Vii, 33. 

The author considers that 75 per cent of cases of 
prostatic cancer have an associated prostatic hy- 
pertrophy or that a previous adenoma had been 
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present, subsequently replaced by cancer, and that 
in but 25 per cent of cases the cancer is unassociated 
with adenoma. 

Early in the condition the symptoms are usually 
those referable to the urinary obstruction due to 
the adenomatous growth. In these cases cystoscopy 
may show a picture typical of benign hypertrophy. 
The carcinomatous nature of the growth is deter- 
mined by detecting by rectal palpation a hard 
induration, irregularity of the surface, the forma- 
tion of an intravesical plateau, or the extension of 
the process into the seminal vesicles. 

When the patient is first seen the condition has 
usually involved the seminal vesicles or the poste- 
rior bladder wall, rendering total extirpation impos- 
sible. In only twenty-one of 400 cases was it 
possible to remove all cancerous tissue. In fourteen 
cases the radical operation of Young was per- 
formed, resulting in a cure in 50 per cent, while in 
seven a total prostatectomy was done, resulting in a 
cure in all. The author concludes that in 95 per 
cent of the cases of cancer of the prostate surgery 
alone is hopeless insofar as total removal of the 
malignant disease 1s concerned. 

Since 1915, radium alone or in combination with 
operation has been used in 150 cases. Up to fifteen 
months ago the technique of the radium application 
consisted in applying 100 mgm. for one hour and 
repeating the application every second or third day. 
Both the urethra and the rectum were treated, 
different areas being selected each time. Occa- 
sionally local irritation resulted. During the past 
eighteen months 12.5 to 20 mgm. of radium have 
been introduced into the prostate by means of 
needles thrust through the perineum and left for 
from fifteen to thirty hours. 

Following this treatment in some cases the gland 
decreaséd in size, lost its stony hardness, and 
became rather elastic. The symptoms of obstruc- 
tion, however, were not much influenced, and in 
cases of large residual or complete retention, 
prostatectomy was done. In every case operated 
upon after the employment of radium, distinct 
cancer tissue, apparently unchanged, could be 
found in the removed gland. 

The author discusses the technique of the peri- 
neal operation. Following this procedure he placed 
radium, 600 to 1,000 mgm.-hrs. at one application, 
back of the bladder and beneath the vesical orifice. 
After closure of the wound a series of radium 
treatments was given. When little or no obstruc- 
tion was present radium was of value in the treat- 
ment of the cancerous lesion. 

About 40 per cent of all bladder tumors are 
benign or malignant papillomata. In these cases 
fulguration is effective. In cases of true papillary 
or infiltrating carcinoma it fails to remove the 
growth. For the latter, radium has been employed. 
At each treatment 100 mgm. were applied directly 
to the growth by means of intravesical instruments 
and left for one hour. In no instance has it been 
possible to cure a distinctly infiltrating tumor with 


radium. The implantation of emanation tubes in 
cases in which resection was not feasible has been 
discouraging in its results. Papillary cancer with 
only superficial infiltration may be treated by 
radium. Tumors anterior to the vesical orifice, 
regardless of type, should receive surgical treatment 
as they are almost inaccessible by the intravesical 
route. Even very extensive cancer of the bladder 
may be without evidences of metastasis. 

The article contains illustrations of the various 
steps of the perineal resection of carcinomatous 
tissue. H. G. Hamer, M.D. 


Young, H. H.: The Radical Cure of Tuberculosis 
of the Seminal Tract: I. A Brief Survey of the 
Literature. Arch. Surg., 1922, iv, 334. 


Genito-urinary surgeons are by no means in 
agreement regarding the best method of treating 
cases of genital tuberculosis. Some treat expectant- 
ly, while others use vaccines, resorting to surgery 
for the evacuation of pus after the tuberculous 
process has broken down. Probably the largest 
number perform minor surgical operations, such as 
epididymectomy, generally with the removal of a 
large part of the vas deferens. Young urges the 
radical operation in this type of tuberculosis, re- 
porting the results in his series of fifteen cases. 

The first part of this article is a brief survey of the 
literature, beginning with the first vesiculectomy by 
Ullman in 1889. Von Buegner’s plan of injecting 
the vas with glycerin containing iodoform was 
followed by reports of fatalities due to infection and 
hemorrhage. The views of Guyon, Cunningham, 
Thompson-Walker, MacFarland-Walker, E. L. Keys, 
Jr., Barney, and others regarding the modes of 
infection and the results of the various forms of 
treatment are given. 

The second part of the article deals with a very 
careful, comprehensive study of the cases admitted 
to the Johns Hopkins Hospital and the author’s 
private clinic. 

In the third part of the article Young ana- 
lyzes the statistics taken from the literature and 
his own series of cases. He believes that these 
statistics show conclusively that in the great 
majority of cases the primary involvement is in the 
seminal vesicles (or prostate), the epididymis or 
testicle being secondarily involved. The external 
disease is bilateral in from 30 to 50 per cent of the 
cases. In a probably larger percentage the involve- 
ment of the seminal vesicles is bilateral. The disease 
reaches the epididymis generally by the lymphatics 
of the cord from the seminal vesicles and usually 
first involves the globus minor. It is probably 
erroneous to suppose that primary tuberculosis of 
the epididymis occurs often. It doubtless develops 
seldom through blood-stream infections, as is so 
often asserted. The seminal vesicles are not only the 
primary focus from which the epididymis is involved, 
but also that from which the condition spreads in 
many cases to the prostate, the bladder, and the 
kidneys. In fact, tuberculosis in the region of the 
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prostate and vesicles is far more dangerous to the 
entire organism than tuberculosis of the epididymis 
and probably responsible for the fearful mortality in 
cases of genital tuberculosis variously estimated at 
from 27 to 60 per cent. Therefore it is the duty of the 
surgeon to attack the most dangerous focus of in- 
volvement, namely, that of the vesicles and prostate, 
and in the great majority of cases of tuberculosis of 
the seminal tract radical operation should be 
regarded not only as the operation of choice but as 
practically imperative. 

Young gives a detailed and profusely illustrated 
description of the radical operation for excision in 
tuberculosis of the entire seminal tract. 

In the author’s cases the operation was not 
reserved entirely for patients in good general 
condition. Seven had fairly definite evidence of 
tuberculosis of the lungs previous to operation and 
five had tuberculosis of the kidney which in three 
instances made nephrectomy necessary. Regardless 
of this fact, only one death has been recorded in the 
last seven years, and all but one of the cases have 
been followed for almost a year at least. Perineal 
urinary fistula is present in only one case, and in 
this instance only a few drops of urine escape 
during urination. Discharging sinuses are present 
either in the scrotum, the groin, or the perineal 
wound in six cases. Most of these are recent cases. 
Statistics show that the complications mentioned 
usually cease spontaneously in time. At any rate, 
they are not really annoying and the results com- 
pare favorably with those of epididymectomy or 
castration which, according to the literature, are 
followed much more frequently by more annoying 
discharging sinuses. 

The author’s conclusions are summarized as fol- 
lows: 

“Statistics show conclusively that in most cases of 
‘genital tuberculosis’ the primary focus is in the 
seminal vesicles. ‘Tuberculosis of the seminal 
tract’ is therefore the better name. 

“From the seminal vesicles, the globus minor of the 
epididymis is generally next attacked. 

“From the seminal vesicles, the prostate, urethra, 
and bladder are often attacked later. 

“From the seminal vesicles, more rarely, the 
kidney may be invaded through the lymphatics 
along the ureter. 

‘“‘From the seminal vesicles by the posterior line of 
lymphatics, the mediastinum and the lungs may be 
involved. 

“Tuberculosis of the seminal vesicles (ampulla and 
prostate, if involved) ranks first in importance when 
a curative operation is proposed for genital tuber- 
culosis. 

“Epididymectomy with injection of the vas and 
vesicle, as proposed by von Buegner, is preferable 
to simple excision, as Cunningham has shown. 

“Still better results may be obtained by bringing 
the vas permanently out of the skin in the groin for 
frequent injection and continuous drainage as 
proposed by myself in 1901 and often employed. 


“But with all the non-radical procedures a high 
percentage of failures—ultimate infections of re- 
mote organs and death—results. 

“The only hope of radical cure or complete ar- 
restation of the disease is by the radical operation 
‘epididymovesiculectomy,’ or better, ‘excision of 
the tuberculous seminal tract.’ 

“This operation has already saved many otherwise 
hopeless cases. 

“By the technique described by myself, with the 
use of a long urethral prostatic tractor, the urinary 
tract can be avoided, while the removal of vesicles, 
ampulle, and prostatic lobes is facilitated. 

“The entire vas deferens can be removed by the 
to-and-fro traction described without opening the 
inguinal canal as previously done. 

“The incisions are comparatively small and the 
operation can be performed under procaine infiltra- 
tion anesthesia (1: 400) if the lungs are involved. 

“The fifteen cases reported here (in seven of which 
the lungs were probably previously involved, in five 
of which one kidney was tuberculous, etc., and in 
which only one patient died of tuberculosis a year 
later, and the others are apparently completely 
arrested) show the effectiveness of this radical 
operation. 

“In my opinion the only justifiable operation in 
tuberculosis of the seminal vesicles and epididymis 
is a radical excision of the seminal vesicles and 
ampulle (and lateral lobes of the prostate if in- 
volved) through the perineal prostatectomy _in- 
cision, coupled with epididymectomy and extraction 
of the entire vas deferens, with partial or complete 
castration if necessary (a rare occurrence). 

“The old-fashioned castration is an unnecessary 
mutilation and does not often cure. Radical ex- 
cision of the seminal tract is the operation of choice.”’ 

HERMAN L. KRretTSCHMER, M.D 


Kretschmer, H. L.: Calcification of the Seminal 
Vesicles. J. Urol., 1922, vii, 67. 

The author reports a case of extensive calcitica- 
tion of the left seminal vesicle in a boy 14 years old 
who had also tuberculous pyonephrosis on the le/t 
side. A diagnosis of vesical calculus had been made 
previously by another surgeon who, at suprapubic 
operation, found no stone. 

Reference is also made to the type of calcification 
occurring in old men. Calculi in the seminal vesicles 
and calcification involving the vas deferens may 
prove confusing in the diagnosis. Many of tl 
reported cases of calcification of the seminal vesicles 
were cases of this type. H. G. Hamer, M.D. 


Enderlen: Transplantation of the Testicles (Ucher 


Hodentransplantation). Zentralbl. f. Chir., 10: 


xlviii, 1885. 

On the basis of the results in four cases in which 
the testicles of young persons were transplante:! 
into the musculature of the abdomen or the inguina! 
region of patients of the same age Enderlen con- 
cludes that successful transplantation of testicles is 
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impossible. In none of these cases was there any 
return of function. Macroscopic examination of 


sections of the transplants removed after several 
weeks seemed to show a healing over, but micro- 
scopic examination revealed necrosis and fatty 
degeneration. Testicle transplantation is successful 
only when the microscope proves definitely that the 
implanted tissue has healed in. 


VorscHutTz (Z). 


Cunningham, J. H., and Cook, W. H.: The Opera- 
tive Treatment and Pathology of Acute Epi- 
didymitis. J. Urol., 1922, vii, 139. 

Epididymotomy is advisable in cases in which 
there is a severe local and general reaction and in 
cases of acute and subacute epididymitis. It causes 
rapid relief of the pain, greatly shortens the course 
of the disease, and exerts a beneficial influence on 
the inflammatory. process in the seminal vesicles 
and prostate, thereby lessening the duration of 
treatment of these organs. Following the operation, 
recurrent epididymitis is rare and sterility is not 
greater than following non-operative treatment. 

The pathologic study of epididymitis shows a 
rapid destructive process in the tubules and inter- 
tubular tissue. Swollen tubular epithelium, the 
accumulation of polymorphonuclear leucocytes in 


the tubules, proliferative activity of fibroblasts, and 
the formation of fibrin demonstrate a rapid process. 
The development of an abscess is frequent. The 
permanent defect in the tubules is shown by a 
cellular change in the epithelium, the lumen, and 
the contents. There is an increase in muscle fibers 
in the tubular wall. H. W. Praccemeyver, M.D. 


MISCELLANEOUS 


Campbell, M. F.: Suction Drainage, with Presenta- 
tion of an Apparatus. J. Urol., 1922, vii, 153. 


The author describes an apparatus for post- 
operative drainage of the urinary organs, especially 
the bladder. A small filter suction pump is attached 
to a %-in. gas pipe and a collecting bottle. The 
latter, which has a two-hole rubber stopper, is 
connected with the suction catheter in the wound and 
also withthe pipe. Between the pump and the bottle 
is a manometer safety valve which is simple in 
construction and maintains the pressure in the 
entire system at 20 mm. Hg. The suction pressure 
gauge was found to be essential for safety in the use 
of strong suction. The apparatus has been em- 
ployed successfully in practically every type of 
urological case. H. W. PLaccemeyer, M.D. 








SURGERY OF THE EYE AND EAR 


EYE 


Wright, R. E.: Extirpation of the Lachrymal Sac. 
Indian M. Gaz., 1922, lvii, 52. 


Greenwood’s operation for extirpation of the 
lachrymal sac is similar to that originated by 
Elliott. 

Greenwood first demarcates the anterior lip of 
the lachrymal fossa by placing the finger on the 
canthus and pressing on the lachrymal crest with 
the finger nail. He then makes the incision over the 
curved line thus delineated. Wright, however, 
considering the avoidance of the angular vein of 
the utmost importance, always incises external to 
the vein, whatever the surface marking of the crest. 
In making the infiltration (2 per cent novocaine in 
1:1,000 adrenalin) care is taken to insert the needle 
on the temporal side of the vein. The skin being 
put evenly on the stretch with the canthus as the 
center, a slightly curved incision (2 cm.) is made 
with the blade cutting away from the operator; 
this is carried through only skin and subcutaneous 
tissues so that when the Meller retractor is inserted 
a quadrilateral field is exposed with the internal 
tarsal ligament crossing its upper third while the 
oblique fibers of the orbicularis occupy the lower 
two-thirds. 

Using Meller’s technique, the orbicularis is first 
split and then the fascia which, stretching between 
the anterior and posterior crests, ensheaths the sac 
externally. The exposed sac lying inside the fascial 
sheath is then detached from its bed with an Elliott 
dissector. 

When necessary, the internal tarsal ligament is 
severed at its attachment to the bone. The sac is 
then seized, the canaliculi are divided with scissors, 
and the canal is cut off the duct as low as possible. 
A large lachrymal probe is passed down the bony 
canal as a guide and, if necessary, forced through 
into the meatus. A few short strokes of a curette 
are then made, the instrument being turned with 
its face against the bone so as to invaginate the 
sleeve of mucous membrane from the point of its 
severance downward. 

The author is strongly in favor of occlusion of the 
canaliculi as advocated by Greenwood but sug- 
gests that clamping them with Halstead’s mosquito 
forceps before cutting them is all that is necessary. 
The closure of the wound is a matter for the individ- 
ual surgeon. 

Dead space is eliminated when dressing the 
wound by applying a small round pad squeezed out 
of a saturated aqueous solution of picric acid and 
over this placing a larger pad and bandaging tightly 
for three or four days. This operation is rapid and 
practically bloodless. 


Two points which the author considers important 
are: 

1. Occlusion of the canaliculi as practiced by 
Greenwood. 

2. Localization and preservation of the angular 
vein. C. Corsin Yancey, M.D. 


O’Reilly, W. F.: The Extraction of Non-Magnetic 
Foreign Bodies from the Anterior Chamber of 
the Eye. Boston M. & S. J., 1922, clxxxvi, 418. 


O’Reilly states that from 20 to 25 per cent of all 
foreign bodies entering the eye find lodgment in the 
anterior chamber. While a magnetic foreign body 
may be removed with the magnet, it is sometimes 
exceedingly difficult to remove a non-magnetic 
body, particularly after it becomes enmeshed in the 
iris. O’Reilly uses a horsehair loop which he inserts 
through a keratotomy incision made close to the 
limbus as near the site of the foreign body as 
possible. He summarizes the advantages of this 
method as follows: (1) ability to work in the filled 
anterior chamber; (2) no disturbance of the ante- 
rior limiting layer of the cells of the iris; (3) no 
entanglement of the iris; (4) absence of operative 
hemorrhage; (5) minimum postoperative reaction; 
(6) no undue pressure on the intra-ocular contents; 
and (7) the use of an inexpensive and adaptable 
instrument. 

If it is impossible to remove the foreign body in 
this manner he removes the portion of the iris which 
contains it. Tuomas D. ALLEN, M.D. 


Hepburn, M. L.: Experience Gained from 140 
Trephine Operations for Glaucoma. Bril. J. 
Ophth., 1922, vi, 97. 

In presenting this review of cases, Hepburn 
claims to be merely continuing an important dis- 
cussion without contributing anything new. He 
urges the use of the trephine operation instead of an 
iris-inclusion operation, but admits that he has had 
the same complications experienced by all other 
surgeons. Among these he mentions: (1) buttor 
holing the conjunctival flap (in which case he selects 
a new area for the operation); (2) loss of the disc, 
(3) complete iridectomy, intentional or uninten 
tional; (4) vitreous loss (two out of three cases 
having very good vision afterward); (5) delay in 
re-formation of the anterior chamber; (6) forward 
dislocation and opacity of the lens (Hepburn is not , 
sure that there were no opacities before) ; (7) detach- ° 
ment of the choroid; and (8) late infection (not all 
infection following an operation is due to thi 
operation). 

The author’s most successful results are obtained 
when the operation is done early in the disease. 
He operates whenever there has been a single sub 
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acute attack or the ordinary signs and symptoms 
associated with glaucoma are noted. He describes 
his technique, emphasizing the necessity for a thick 
conjunctival flap. T. D. ALLEN, M.D. 


Kirkpatrick, H.: The Etiology of Primary Cataract. 
Brit. M. J., 1922, i, 467. 

After a short discussion of the usually considered 
etiological factors of cataract, Kirkpatrick dis- 
cusses the association of disturbances in some of the 
internal secretory glands, particularly the genera- 
tive glands, and makes the following statement: 
“Satisfactory compensation occurs (in old age) in 
most cases, but its establishment may sometimes 
be rendered difficult or may be prevented by the 
existence of other factors, such as infections, food 
deficiencies, and hereditary influences.” He men- 
tions diabetes and its associated cataractous 
tendency, and calls attention to the fact that 
defective endocrine function is common in India, 
probably because of malnutrition. 

Tuomas D. ALLEN, M.D. 


Brose, L. D.: Congenital Anterior Capsular Cata- 
ract. Am. J. Ophth., 1922, v, 202. 


An entire family, consisting of five persons, 
developed congenital anterior capsular cataract in 
both eyes. Three of the women had corneal opa- 
cities. In two of the women the capsular cataract 
was followed later 1n life by total lens opacity with 
subsequent liquefaction of the lens fibers. A plaus- 
ible explanation is that the capsule was invaded by 
a soluble toxin due to inflammation in some part 
of the anterior portion of the eye, possibly of the 
cornea, iris, or pupillary membrane. Three of the 
author’s patients had corneal opacities in both eyes, 
evidence of previous eye disease. 

Brose describes the pathology and gives his opin- 
ion regarding the surgical treatment. 

Tuomas D. Aten, M.D. 


Frisch, F.: A Method of Preventing Loss of Vitreous. 
Am. J. Ophth., 1922, v, 81. 


In order to prevent or arrest the escape of vitreous 
by means of a suture it is necessary to act instantly. 
As a rule it takes too long to pick up the two ends of 
a thread when escape of vitreous is threatened. 

The suture described has proved its efficiency in a 
number of cataract operations when loss of vitreous 
seemed imminent. 

White silk spool thread, Size B and 25 cm. long, 
is passed through the eye of the smallest curved 
needle which will take it. A loop like a single bow 
knot is tied 10 cm. from one end and drawn out so 
that a loop only 1 mm. long remains. The needle is 
inserted into the cornea 1.5 mm. to the temporal 
side and 2.5 mm. below the upper corneal margin, 
emerging about 1.2 mm. above its insertion without 
entering the anterior chamber, and the thread is 
pulled through until the knot is in contact with 
the cornea. The needle is then inserted into the 


conjunctiva 4 mm. above the limbus, emerging 1.5 
mm. above. 

With a strabismus hook, the thread between the 
corneal and the conjunctival insertions is pulled up 
to form a loop 12 to 15 mm. long so that it cannot . 
obstruct the escaping cataract. The operator is then 
ready for the incision. 

At any time during the operation, if necessary, 
the wound can be closed rapidly by pulling the long 
end of the thread. When extraction is completed 
and the suture is to be tied, the knot can be elimin- 
ated by pulling also on the short end of the thread, 


or it may be left in contact with the cornea, the 


suture being tied over it. 

This suture has been left in for ten to twenty days 
without causing a reaction and there is no reason 
why it must be removed before the end of a week 
at least. C. CorsBin YANceEy, M.D. 


Williamson, F. B. A.: Two Cases of Thrombosis 
of the Retinal Vein, One Showing a Hole, the 
Other a Star, at the Macula. Brit. J. Ophth., 
1922, V1, 07. 

In the first case reported microscopic sections 
showed that the formation of the hole at the macula 
was due to a subretinal cedema. The patient was 
62 years old. The failure of vision began fourteen 
years previously. Teeth had been extracted. 

Pain in the head was experienced during the 
year 1919-20. Severe pain began in August, 1920, 
and continued to July, 1921, when the eye was excised 
because of glaucoma. Examination of the excised 
eye with the loupe revealed a small but definite hole 
at the macula. 

Serial celloidin sections of the disc and macula 
showed absence of the inner nuclear layer and inner 
reticular layer. The retinal pigment layer was 
separated from the inner layer of the choroid, a 
condition not present in other parts of the specimen. 
The rods were fairly well preserved, but between 
them and the pigment layer was a thin layer of 
structureless material, presumably cedematous fluid 
fixed by the hardening reagents. The outer molecu- 
lar layer of the perimacular region showed oedema. 

Two sections nearer the fovea showed absence of 
the outer nuclear layer. The layer of rods and cones 
was pushed forward by the accumulation of fluid. 
In this fluid was a cyst the anterior wall of which 
was formed by only the external limiting membrane 
of the retina; that is, the layer of rods over it had 
disappeared. The area of separation of the retinal 
pigment layer observed at the macula was also 
present. 

Section at the fovea presented similar characteris- 
tics except that the anterior wall of the cyst was 
not present, thus accounting for the formation of 
a hole. 

Williamson calls attention to the fact that in these 
sections the cyst was formed, not in the retina, but 
in the accumulation of cedematous material between 
the external limiting membrane and the retinal pig- 
ment layer, and because of the presence of the cyst 
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the outer layer of the retina appeared to have under- 
gone a degenerative process to which the formation 
of the hole was due. 

The second case reported was that of a patient 
who had been blind in the right eye for five years. 
Fourteen days before his admission to the hospital 
the eye became red and painful. There was no per- 
ception of light. The eye was excised, frozen, and 
bisected. 

The changes at the macula bore a certain resem- 
blance to those in the first case. The sections 
showed also a thrombosed vessel on the side of the 
disc, slight cupping of the disc, and small haemor- 
rhages in the inner layers of the retina. Two-thirds 
of the distance between the disc and macula a small 
collection of coagulated fluid was found between 
the choroid and rod and cone layer of the retina. At 
the macula was a much larger collection of exudate, 
the retina here showing advanced cystic degenera- 
tion which began in the outer reticular layer beyond 
the macula. 

No macular hole was present in this specimen, 
but the author believes that if the condition had 
continued a little longer a hole would have been 
formed by the further degeneration of the retina, and 
that possibly a cyst would have developed in the 
subretinal exudate. 

In Williamson’s opinion the first series of sections 
supports the theory that a hole at the macula is due 
to subretinal oedema, and that the second series 
shows degeneration affecting an area of the retina 
separated from the choroid by a layer of cedema. 
He is unable to state the source of the oedema and 


the reasons why it should be localized at the macular 
and submacular region, but suggests as a possible 
explanation that, acting on the retinal veins, the 
toxic influence shown by the general pathology in 
both eyes caused thrombosis and, acting on the 
delicate macular choroidal capillaries, it caused de- 
generation of their walls, increased permeability to 


fluid, and consequent cedema. The fluid then dif- 
fused or passed by osmosis through the potential 
space between the rods and cones and the pigment 
epithelium, preventing the access of nutrient sub- 
stances from the chorio-capillaries so that the hole 
was formed by degeneration of the suprajacent 
tissue. James P. Fitzceratp, M.D. 


Finnoff, W.C.: Recurrent Hemorrhages into the 
Retina and Vitreous of Young Persons. Am. 
J. Ophth., 1922, v, 195. 

The conclusions drawn are as follows: 

1. Recurrent hemorrhage into the retina and 
vitreous in young persons is probably not a specific 
disease. 

2. Tuberculosis involving the retinal vessels, 
especially the veins, is one of the common etiologi- 
cal factors. 

3. Syphilis is an occasional cause. 

4. Focal infection is a possible cause. 

5. Hamophilia is not a cause, but might be a 
contributing factor. 


6. The hemorrhages are due to a localized path 
ologic weakening of the blood vessels. Increased 
blood pressure and exercise are only exciting causes. 

7. The veins are usually attacked. 

8. Insome cases there is involvement of the retina 
early in the disease. 

g. In most cases the earlier changes occur in the 
periphery of the eye. If patients were examined 
in the early stages of the disease we would learn 
more regarding the pathology. 

10. Retinitis proliferans occurs in most cases 

11. The disease is primarily in the retina, and 
the partial or complete detachment of the retina is 
due to traction from scar tissue rather than to sub 
retinal hemorrhages from the choroidal vessels, 
as has been suggested. 

12. The prognosis is poor; both eyes usually 
become affected, and in most cases the vision is 
markedly diminished. 

13. The disease is much more frequent in men. 
In women it is usually less severe. 

THomas D. ALLEN, M.D. 


Dandy, W. E.: Prechiasmal Intracranial Tumors of 
the Optic Nerves. Am. J. Ophth., 1922, v, 160 


Two cases of tumors of the intracranial part of 
the optic nerve are reported. 

In one case there were two bilateral, symmetrical 
tumors at the optic foramen. Each of these tumors 
was a psammoma, i.e., a dural tumor, usually con- 
sidered a dural endothelioma. In the second case 
there was a single tumor on the left optic nerve at 
the optic foramen. In both cases there was bilateral 
loss of vision. The symmetrical tumors entered the 
orbit through the optic foramen; the other tumor 
was strictly intracranial. 

One was diagnosed clinically; the other was 
suspected after an earlier diagnosis of optic neuritis; 
both were found at operation. 

In the case with bilateral tumors, all of one tumor 
and part of the other was removed. Vision was 
greatly improved as the result. 

In the second case the tumor could not be removed 
because it was under the optic nerve on the side 
opposite the operative approach. A band of adhe 
sions bound it to the anterior clinoid process, and 
its incision liberated the nerve from the tumor. 
Complete restoration of vision resulted. 

A very high proportion of intra-orbital opti: 
nerve tumors extend into the cranial chamber 
Local operations on the orbital part of the tumors 
are therefore futile and give the patient a false sense 
of security until it is too late. 

If either a primary intracranial tumor of the opti: 
nerve or a secondary intracranial extension of an 
intra-orbital tumor is present, only an intracranial 
operation aiming at the removal of the tumor offers 
any chance of preserving life or vision. 

An operation is proposed, the object of which is 
to remove the intracranial or the combined intra 
cranial and intra-orbital tumors when both ar 
present. ; 
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Dandy states that any brain tumor which can 
cause a choked disc can be accurately diagnosed and 
precisely localized. Conversely it can be told with 
equal accuracy when a tumor is not present. De- 
spite the absence of headache in his case, the diagno- 
sis of an intracranial lesion was reasonably certain 
because of the transient bilateral extra-ocular 
palsies which always accompanied the spell of 
periodic vomiting. The fleeting character of the 
ocular changes indicated a lesion which varied in 
size. 

The progressive blindness extending over such a 
long period of time seemed to indicate a tumor, but 
hydrocephalus was positively excluded by cerebral 
pneumography, the lateral ventricles being entirely 
normal. The size of the sella was only slightly 
greater than normal and the posterior clinoid 
processes were not destroyed. Therefore the pres- 
ence of a tumor of any size in this region was almost 
precluded. Moreover, if a pituitary tumor had 
been present there would have been evidences of 
hemianopsia. The presence of a primary optic 
atrophy could not be questioned; therefore it 
seemed probable that a tumor was located some- 
where along the optic nerves and presumably 
between the optic foramina and the chiasm. 

Tuomas D. ALLEN, M.D. 


EAR 


Emerson, F. P.: The Indications for Opening the 
Mastoid Cortex. Boston M.&S.J., 1922, clxxxvi, 
301. 


The mastoid cortex may be opened: (1) to 
remove a pyogenic focus threatening life; (2) to 
conserve hearing; and (3) to prevent chronic 
mastoiditis. 

In a case of acute middle ear and mastoid involve- 
ment it may be safer to operate than to delay, yet 
in the absence of threatening complications it is 
better, in the interests of an early dry middle ear 
and good hearing, to delay operation for eight to 
ten days until the bone abscess has begun to be 
walled off by a leucocyte barrier. If operation is 
performed earlier, deeply placed cells may break 
down later or reinfection of the middle ear from the 
— infection in the nasopharynx may take 
place. 

The indications are discussed as follows: 

1. Membrana tympani. A nipple perforation 
with a fibrinous exudate in the middle ear or a so- 
called boggy membrane at the end of a week often 
indicates a low-grade process with a tendency to 
become chronic. 


2. Temperature. This has no diagnostic signifi- 
cance. 

3. Posterior superior canal wall. Sagging of the 
wall is perhaps the most common and reliable 
indication for operation in acute mastoiditis, but 
an external otitis must first be excluded. 

4. Tenderness*eover the antrum and the tip of 
the mastoid. This in itself is not an indication for 
operation as it is present in practically all cases of 
acute congestion of the mastoid, but a swelling 
back of the tip with tenderness over the emissary 
vein, especially after disappearance of tenderness 
over the antrum and the tip of the mastoid, is 
indicative of deep bone destruction. 

5. Discharge. If the amount after the eighth day 
is more than would come from the middle ear, 
operation is indicated, particularly if the patient is 
toxic. 

6. Duration. Any case that does not show signs 
of improvement after ten days may justify opera- 
tion to preserve hearing or to prevent a chronic 
mastoiditis. 

7. Night pain. This is suspicious. 

8. Leucocytosis. The presence of a leucocytosis 
is a help only. It may vary from 10,000 to 18,000, 
and is chiefly an indication of the patient’s resist- 
ance. A sudden increase to 25,000 or more, accom- 
panied by a chill, indicates a complication, usually 
a sinus infection. Polymorphonuclear neutrophiles 
are increased from 70 to 85 to 90 per cent. A sudden 
drop to 70 per cent shows a loss of resistance. A 
high polymorphonuclear percentage indicates sever- 
ity of the infection. 

9. Type of infection. This is not a definite indica- 
tion as different persons react differently to the 
same infection. 

10. Type of mastoid. The pneumatic type is 
more apt to undergo resolution; the infantile type is 
more liable to chronic infection. 

In chronic cases the following indications for 
operation are given: 

1. Continued suppuration resisting local treat- 
ment and accompanied by anemia and poor 
resistance. 

2. Chronic discharge with cholesteatoma. 

Chronic mastoiditis with acute exacerbations 
in which the hearing is practically gone and treat- 
ment is unsuccessful. 

4. Chronic mastoiditis with facial paralysis, 
chronic unilateral headache, labyrinthine or menin- 
geal irritation. 

5. Chronic mastoiditis with polypi springing 
from the promontory and oval window. 

O. M. Rort, M.D. 
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Francis, R.: A Case of Rhinolith Presenting Un- 
usual Features. Med. J. Australia, 1922, i, 240. 


The case reported was that of a male, aged 62 
years. Another physician had made a diagnosis of 
chronic glaucoma of both eyes and referred the pa- 
tient to the author for a nose and throat examination 
because he had noticed an offensive odor coming 
from the nose. 

The patient gave a history of nose bleeding in 
childhood and very occasional colds during which 
there was a nasal discharge of thick yellow material 
and his hearing became affected. The colds were 
not of long duration. There was no history of nasal 
obstruction, headaches, or nasopharyngeal discharge, 
and no loss of the sense of smell or taste. 

Upon examination of the nose on the left side a 
large stony mass was found in the middle meatus 
overhanging the inferior turbinate. The inferior 
turbinate was partially atrophied. The mass ap- 
peared to be fixed, was covered with foul-smelling 
mucoid débris, and terminated in a large lobulated 
end hanging into the nasopharynx. 

The X-ray showed a rhinolith of the nasal cavity 
and dullness of both antra. The antra were punc- 
tured and found to be clear. 

The rhinolith was removed by breaking it into 
pieces. It measured 61% by 2% cm., and weighed 
12.8gm. Sections made after decalcification showed a 
large amount of fibrin intermingled with blood clot. 
This suggests that the stone had been formed by 
calcification of a blood clot. It was larger than any 
previously reported. F. K. Hansez, M.D. 


Hinsberg, V.: The Operative Treatment of Ozzena 
with Lead-Plate Sutures (Zur _ operativen 
Behandlung der Ozaena durch die Plattennaht- 
Methode). Monatsschr. f. Ohrenh., 1921, lv, 1269. 


Lautenschlaeger and Halle have pointed out that 
ozena may be benefited and even cured by narrow- 
ing the nose. By tamponade of the antrium for 
weeks or months the medially displaced nasal wall 
may be caused to adhere to the septum. This treat- 
ment, however, is distressing because of the length 
of time required for it and because it often leads to 
excessive narrowing. Hinsberg therefore sought to 
use the lead-plate suture method instead. The 
lateral nasal walls were mobilized and then drawn 
together by means of laminated wire sutures. After 
the operation the secretions were removed by nasal 
flushing and soon disappeared. Scab formation and 
odor ceased immediately. After two or three months 
and renewed opening of the antrium the plates were 
removed without difficulty by cutting the wires in 
the nose. 


Of twenty-six cases treated in this manner twenty- 
four were clinically cured. The efficacy of the opera- 
tion is to be explained only by the assumption that 
the cause of the ozena is abnormal breadth of the 
nasal lumen. Harms (Z). 


Denker, A.: Further Experiences in the Treatment 
of Typical Fibromata of the Nasopharynx 
(Weitere Erfahrungen ueber die Behandlung der 
typischen Nasenrachenfibrome). Monatsschr. f. 
Ohren., 1921, lv, 1020. 


Since reading a paper before the International 
Laryngological Congress at Berlin the author has 
had occasion to operate on twelve additional cases 
of very large nasopharyngeal fibromata, the his- 
tories of which are here reported. For cases in 
which the growth cannot be removed by either the 
endonasal or the oral route he recommends operation 
by the maxillary route under general anesthesia 
induced by intrapharyngeal intubation. In this 
procedure the antrum of highmore is opened after 
division of the fold of reflection between the gum 
and the cheek and sufficient stretching and resec- 
tion of the facial and median wall. The hemorrhage 
caused by the removal of the tumor can be con- 
trolled by packing. The oral wound is aiways 
closed with a primary suture. 

VON TAPPEINER (Z). 


THROAT 


Crowe, S. J., and Breitstein, M. L.: Papilloma of 
the Larynx in Children: A Report of Eleven 
Cases. Arch. Surg., 1922, iv, 275. 


Papilloma of the larynx in children, though rare 


(the incidence being approximately 1:1,000 in 
those under 14 years of age), is the most common 
type of new growth in the larynx in children and 
very difficult to cure. The difficulties of treatment 
by operative removal are due to: (1) the small 
lumen of the larynx and trachea in children; (2) 
the tendency of the growth to recur locally after 
excision and to transplant itself to adjoining areas of 
mucous membrane which were free from growth 
before the operation; and (3) the necessity for tra- 
cheotomy in nearly every instance. 

While in some cases the growth disappears spon- 
taneously, there is too much danger of suffocation 
to warrant delay of treatment. 

An early tracheotomy is necessary. The growth 
should be removed through the mouth and under 
direct vision. A Jackson laryngoscope or a swinging 
laryngoscopic apparatus may be used. Care must 
be taken not to injure the surrounding membrane. 
Even sponging with gauze or cotton may result in 
spread of the growth. Actual chemical cauterization 
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should be avoided; it will not prevent recurrence 
and will cause scarring or stricture. Tracheotomy, 
removal of the growth when necessary, the careful 
use of the roentgen ray and radium, general hygienic 
measures, and above all else, patience; are the 
essential features in the treatment of papilloma of 
the larynx in children. O. M. Rott, M.D. 


Crile, G. W.: Laryngectomy. Surg., Gynec. & Obst., 
1922, XXXIV, 305. 

Crile states that the results in his first series of 
cases of laryngectomy were very poor. Since the 
following technique was adopted, however, he has 
performed thirty-five total laryngectomies with 
only two deaths. One patient is well twenty-eight 
years after the operation. 

The operation is divided into two stages. At the 
first stage under local anesthesia or under analgesia 
induced with gas and oxygen the isthmus of the 
thyroid is cut through, the lobes are turned to either 
side, and the larynx and the upper part of the 
trachea are completely exposed. The thyroid gland 
is then separated from the trachea and retracted, 
the trachea is completely separated from the 
cesophagus, and iodoform gauze is packed behind 
the trachea and at the side of the larynx down to 
the carotid artery and nerve. The gauze fixes the 
trachea, and the mediastinum is walled off against 
infection during the second stage, the laryngectomy. 

At the time of operation a duodenal tube is 
introduced through the stomach into the duodenum. 
By this means it is possible to feed the patient and 
to increase his weight during convalescence. 

J. C. BRASWELL, M.D. 


Woods, R.: Laryngectomy. Swurg., Gynec. & Obst., 


1922, XXXiV, 297. 

One of the greatest obstacles to the success of 
laryngectomy was removed by the introduction of 
the nasal tube for feeding purposes. 

The author divides his operations into two 
classes: those in which the larynx alone was 
involved and those in which the hypopharynx or 
the gullet proper was also involved. In the latter 
class of cases the results were very poor. 

There were twenty-one cases in which the larynx 
alone was involved. Nine of these patients are 
alive from three to nine years after the operation. 

The loss of the larynx does not seem to cause 
great discomfort. Swallowing is not interfered 
with and the tendency to bronchitis is no greater 
than in the normal person. 

The problem of speech is overcome by teaching 
the patient to gulp air into the cesophagus and 
allow it to escape as a belch. The physical difficulty 
is less when the larynx has been removed than in 
normal people because the cricoid cartilage ordi- 
narily remains in close contact with the posterior 
wall of the gullet and it requires much effort on the 
part of the mouth to overcome its resistance. In 
order to instruct the patient, a draught of citric acid 
solution followed by sodium bicarbonate is adminis- 


tered. The carbon dioxide evolved sooner or later 
escapes with a noise that makes a perfect substitute 
for the voice, and the patient is instructed to watch 
his opportunity and to form a vowel in its transit. 
When this has been accomplished, the patient may 
easily acquire the habit of keeping an air reservoir 
in the cesophagus in order that he may speak audi- 
bly and continuously. 

The operative technique advocated is described 
as follows: 

Two incisions are made, one across the neck 
immediately below the hyoid bone to expose the 
thyrohyoid membrane, and a median vertical 
incision carried from this incision to the supra- 
sternal notch. The two triangular flaps thus out- 
lined are reflected outward to expose the extrinsic 
muscles of the larynx. The latter are lifted on 
blunt dissectors and cut away, the framework of 
the larynx being left bare. The superior laryngeal 
vessels are secured at the point where they traverse 
the thyrohyoid membrane. The cricothyroid and 
inferior laryngeal vessels are similarly dealt with. 
The inferior constrictor fibers are severed at their 
insertion into the posterior border of the thyroid. 
This exposes the mucous membrane of the pharynx. 

Before the pharynx is opened the wound is 
treated with tincture of iodine and the recesses are 
packed with gauze dipped in the solution. The 
pharyngeal mucous membrane is snipped through 
along the border of the thyroid cartilage, the 
thyroid membrane and the mucous membrane at 
the base of the tongue in the vallecula being cut. 
Following around the same structure on the oppo- 
site side in inverse order, the lower corner of the 
thyroid cartilage is reached, when the whole larynx 
lies free in the wound. 

The next step consists in incising the anterior 
wall of the gullet in order to connect the beginning 
and the end of the incision just described. This 
should be done as high up as possible without 
entering the diseased area. The higher the wall 
above and behind the posterior wall of the trachea, 
the less chance there is of a fistula in the food 
passages and the less trouble it will give if it 
develops. The mucous membrane of the gullet is 
next stripped back from behind the cricoid cartilage. 
The larynx is then held only by its connection with 
the trachea and a few transverse strokes of the 
scalpel suffice to sever it completely. 

The trachea is stitched to the skin with chromi- 
cized catgut or silkworm gut sutures. The edges of 
the pharynx are inverted and stitched to one 
another and to the base of the tongue with twenty- 
one day catgut. A mattress suture is often best for 
the skin flaps. The latter should be made to cover 
the raw surface of the anterior wall of the gullet 
as completely as possible. Finally the superficial 
tissues are united with silkworm gut sutures. 

Before closure of the pharynx a feeding tube is 
inserted and stitched to the posterior wall of the 
pharynx, and a drainage tube is inserted into the 
pharynx and stitched to the side of the feeding tube. 
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Only very light dressings are used; bandages are 
unnecessary. A tracheotomy tube should be 
inserted and kept in place until all crust formation 
at the tracheal opening has disappeared. 

J. C. Braswe tt, M.D. 


MOUTH 


Pettit, J. A.: Some Considerations of Cleft Palate 
Surgical Technique. Northwest Med., 1922, xxi, 
53. 

The average cleft palate represents not so much a 
deficiency of tissue as a displacement of anatomical 
structures. In the usual defective palate the tissues 
are so altered that their direction is changed and 
they assume the form of a gable roof. By reason 
of this upward obliquity, a gap is left at the top, 
the width of which is in direct ratio to the degree 
of obliquity. In very young babies there is a certain 
deficiency of t.ssue which usually lessens as the 
child grows older. In proper reconstruction, at- 
tempts are made to transfer sufficient tissue from 
the “gables” to form a “flat roof” for the oral cavity. 

The flaps used in constructing the horizontal roof 
of the oral cavity should be well nourished.and of 
sufficient strength to stand the strain to be placed 
upon them. 

The edges must be brought together without the 
least tension. Tension sutures frequently cut 
through the soft tissues. 


To relieve tension in the posterior portion of the 
palatal cleft the author places two or three silver 
wires through the muscular velum some distance 
from the suture line, fastens them on either side to 
a perforated lead plate, and draws them taut to 
produce a slight bulging of the suture line. The 
lead plates act as a splint on the muscles and prevent 
the silver wires from cutting through the soft tissues. 

In Pettit’s opinion the harelip operation should be 
done very early in infancy and the cleft palate 
operation should be performed before the child 
acquires the habit of imperfect speech. 

J. C. BRASWELL, M.D. 


Peterer, F.: Glioma of the Tongue (Ueber Glioma 
lingue). Zéschr. f. Path., 1921, xxvi, 214. 


The author describes the case of a female infant 
6 weeks of age who had a tumor the size of a pigeon 
egg in the right half of the lung on the under side. 
The growth was removed by operation, but three 
months later reappeared and was thereupon again 
removed with the thermocautery. The further his- 
tory of the case is unknown. : 
Histologically the tumor consisted of neuroglia 
tissue without ganglion cells. Genetically it would 
be classified with the teratomata, and with a sub- 
group of these tumors which contain only one variety 
of tissue. Mention is made also of the mixed tumors 
of the base of the skull covering the nasopharynx. 
BIwpeE (Z). 
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